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} pea task of numbering the people goes back to ancient times. Perhaps as 

much as 5,000 years ago, in the Sumerian city states, inventories of the 
property and stock of the state were made and out of these a numbering of 
the people developed. Some of these Semitic peoples kept their records on 
tiles. It has been humorously stated that the practice of flooring an opponent 
with statistics in those ancient days was the origin of the modern expression 
“who threw that brick?” 

There were census records in ancient Egypt and this influenced the Hebrews. 
It is true that David’s numbering of the people of Israel, recorded in the Old 
Testament (2 Samuel xxiv and 1 Chronicles xxi), was regarded as an act of 
impiety and was followed by a pestilence, and so Christendom for a long time 
regarded census-taking as a dangerous practice. 

History tells us also of censuses in the days of the Greeks and Romans, of 
the Domesday Book of William the Conqueror and the Breviary of Charle- 
magne, but these ancient and medieval efforts were primarily for military and 
taxation levies. Canada’s National Registration during wartime was a more or 
less parallel example. 

To Canada belongs the honour of taking the first complete census of the 
modern type—taken, that is, with the object of discovering the “number and 
condition” of a people and not to compile tax lists or for military purposes. The 
Census of New France was taken in 1666. It included the name, age, sex, 
marital status and occupation of the people, and the manuscript (showing 3,215 
persons ) is lodged in the Archives in Paris and there is a transcript in Ottawa. 

A Census of Britain was proposed in 1753 and the bill was passed by the 
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House of Commons in spite of a vigorous speech against it by a Mr. Thornton, 
the member for York, who declaimed: 

“I did not believe that there was any set of men, or indeed any individual 
of the human species, so presumptuous and so abandoned as to make the 
proposal we have just heard. I hold this project to be totally subversive of 
the last remains of English liberty.” 

This bill, however, was thrown out by the House of Lords, and Britain had to 
wait until 1801 for its first census. It is interesting to note the comments on the 
census in Britain at that time. The following imaginary conversation would 
be typical. 

Smith: Do you see that the Parliament is considering a proposal to hold 
a census? 

Jones: I trust they'll do nothing so foolish. Once the French know how 
few we are, that fellow Bonaparte will pluck up his courage to invade. 

Smith: There’s more risk that we shall find we have more people than the 
country can support. 

Jones: You've been reading Malthus . . . thinks we're all going to starve 
to death. I don’t believe a word of it. What we want is more stout arms to 
fight the French. 

Smith: I think Malthus is right, we're in more danger from starvation than 
the French. You'll see, when they take the census it'll show we're breeding 
more stout arms than we can feed. 


A FiveE-YEAR CENSUS OF CANADA 


The Need 


Coming back to our own country and the present time, we have this year 
witnessed a new development in our census-taking. Instead of the usual five- 
year census of the Prairie Provinces we took, commencing June 1, a census 
of all Canada on a simplified basis. 

From time to time, in the past, the Bureau has been urged by various 
interests to take a five-year census of all Canada and in recent years these 
requests have increased in number and intensity. 

There have been, in the past, two obstacles to the taking of a more frequent 
census for Canada than once in ten years. One was the cost and the other the 
length of time required to compile it. In the past it took three to five years to 
compile a census and on a five-year interval one census would overlap with 
the preparation for the next. Happily, the introduction in 1951 of our new 
census techniques such as mark-sense documents, more efficient machines, 
and other improvements, which halved the time of compilation and publica- 
tion, removed this obstacle. This, of course, also reduced cost. The 1951 
Census cost approximately $8,000,000. By former methods it would have cost 
approximately $2,000,000 more. In considering the problem of an all-Canada 
five-year census, we asked ourselves whether there were not additional 
possibilities of reducing the cost and we discovered other ways by which this 
could be done. One of these was to confine the five-year census to population 
and agriculture. This meant the omission of housing, distribution and fisheries. 
Secondly, we could ask fewer questions. Thirdly, by shortening the agricul- 
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tural questionnaire we could use a mark-sense document as we had done for 
population in 1951. We were then able to make the following estimates: 


A census of the Prairie Provinces in 1956, taken on the same 

basis and by the same methods as in 1946, would cost $3,500,000 
A simplified census of population and agriculture for all 

Canada taken by the new methods would cost $5,000,000 


These facts made the five-year census practicable from a time and cost point 
of view. 

We may ask ourselves the question—why do we need a five-year census of 
all Canada? The answer is that a census in the year 1956 was necessary 
because of the outstanding developments which have taken place in Canada 
in recent years. 

Since the Census of 1951 the population of Canada is estimated to have 
increased by approximately 2 million, or at the rate of 28% over a decade. This 
rate was only exceeded in the period of Canada’s highest immigration when 
the virgin lands of the Prairies were being settled. Accompanying this rapid 
increase there have been considerable movements of people between and 
within provinces. There has been something in the nature of an exodus to the 
outskirts of cities which has expanded greatly the metropolitan areas. Also, 
this movement has gone beyond the limits of cities and metropolitan areas 
and has changed the character of purely rural areas to a combination of rural 
and urban. Example: 1947 Metropolitan Area of Toronto—64 square miles; 
today it covers 123 square miles, and other cities have had similar experiences. 

Such movements as these create heavy demands on municipal and provincial 
governments for all manner of services—roads, schools, waterworks, fire pro- 
tection, etc. The financial burden has been great. Provincial governments 
have given help to municipalities in various forms such as unconditional 
grants, allocation of sales taxes, and so on. Many of these forms of assistance 
are on a per capita basis. The sums involved are large and there has arisen 
an urgent demand for more frequent information on population growth. The 
fact is that for many important purposes the 1951 figures are out of date 
because of the phenomenal changes which have taken place. 

Not only is census information necessary to assist in meeting current prob- 
lems but the prospect of continued growth requires a forecasting of future 
needs for some years ahead. There must be planning not only for physical 
properties such as schools and hospitals but also for the staff required to 
maintain them. 

The 1956 Census, since it will furnish figures of population by local areas, 
will, therefore, benefit provincial and municipal governments. 

The Census of 1956 will help business. Much use of the census figures by 
local geographical units is made in the analyses of markets, the organization 
of production and sales programs, location of retail outlets, arrangement of 
sales and advertising quotas and for other purposes. 

In your own field of health and vital statistics the need for up-to-date 
figures by local areas of the population is apparent. 

The 1956 Census will furnish an up-to-date picture of the population by 
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local areas and certain characteristics which will meet this need of those en- 
gaged in the field of public health. 

The Census of Agriculture in 1956 is needed urgently. It is true that we 
have numerous current statistical series nowadays as compared with the past 
but most of those for agriculture would be impossible without the census. 

The accuracy of annual Bureau estimates of crops and live-stock are in a 
large measure dependent upon the information gathered in the decennial 
and quinquennial censuses of agriculture. Annual estimates of crops and 
live-stock numbers are based on mail sample inquiries from which percentage 
changes from year to year are calculated. These percentage changes are 
applied to the quantities or numbers shown in the last complete census. 
In statistical parlance the census furnishes the “bench marks” which are the 
starting points for estimates in intercensal years. 

When the new census figure becomes available each series is adjusted to 
the new census base. In the Prairie Provinces the adjustment can be made 
every five years, in the rest of Canada every ten years. During the intercensal 
years estimates frequently get out of line. Since grain acreages undergo rapid 

shifts in the Prairie Provinces, the taking of a quinquennial census has been 

a very important aid in checking the accuracy of the annual estimates. Some 
crops are not grown over wide areas and, therefore, changes are very difficult 
to estimate by sampling procedures. A relatively frequent census bench mark 
is especially important for such crops. This is particularly true of some crops 
in the non-prairie provinces. Also in estimating such items as the number 
of hogs and poultry, since rapid changes take place, the importance of 
census bench marks is paramount. Errors are cumulative and the longer the 
intercensal period the greater is the danger of the annual estimates being 
subject to serious error. 

For the annual estimates of Canadian farm production, therefore, the quin- 
quennial Census of Agriculture in the Prairie Provinces has assured a much 
greater degree of accuracy. For the farms located in the seven other provinces, 
since the Census of Agriculture is taken only every ten years, the making of 
annual estimates of crops and live-stock is much more difficult. The 1951 
Census showed that in many cases these annual estimates had become 
seriously erroneous. 

Canada has lagged behind other countries in the frequency of taking agri- 
cultural censuses. Australia, New Zealand, United Kingdom, France and some 
other countries take one annually. The United States takes one every five 
years. 

' This has been a serious gap in Canadian statistical information which the 
Census of 1956 will at last remove. 


Will a Simplified Census Meet the Needs Adequately? 

The 1956 population questionnaire has only five questions instead of the 
29 in the 1951 Census. The five are: age, sex, marital status, relationship to 
head of household and whether living on a farm. Information on the other 
questions asked in 1951 has not the same degree of urgency; in fact, some of 
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the characteristics of the population such as religion, origin, education, citizen- 
ship, change only slowly. 

The agricultural questionnaire has been reduced from more than 200 
questions to 76. After much discussion with federal and provincial agricul- 
turalists and other interested parties, it was decided these 76 questions would 
give the essential bench marks and other basic material. 


ORGANIZATION OF A CENSUS 


The taking of a census is much the biggest single statistical undertaking of 
governments. To ensure success it must be planned in exhaustive detail long 
in advance of the actual operation. For example, planning for the 1951 Census 
commenced early in 1949. We commenced the planning of the 1951 Census 
with special objectives in mind. In prior censuses the completion of a census 
was a long drawnout operation requiring up to five years. We were deter- 
mined to overhaul all our census procedures with the purpose of speeding up 
the whole operation. As a result, we were able to introduce some radical 
changes which permitted us to complete the undertaking in half the time 
previously taken. 

During this planning for 1951 we kept a careful record of every step in the 
undertaking, for permanent record, hence when we commenced to plan for 
the 1956 Census we had a framework and guide which made the task much 
easier. Nevertheless, the planning required two years of steady effort. 

A very large staff obviously is required for ‘the taking of a nation-wide 
census to ensure that every home in Canada will be visited within the short 
period allotted. The electoral district is the basis for organizing the census 
enumeration. Each electoral district comes under the supervision of a Com- 
missioner appointed by the Minister of Trade and Commerce. He is assisted 
by two field supervisors. Each electoral district is divided into small areas 
known as enumeration areas to each of which an enumerator is assigned. The 
size of these areas must be such that an enumerator can cover it in the time 
allowed. Every enumeration area has to be described by metes and bounds 
and a map prepared for the use of the enumerator. This is necessary to ensure 
that the whole country will be covered and that no area will be covered twice. 

For the 1956 Census there were 264 commissioners, 528 field supervisors 
and 16,000 enumerators. All of these were selected in time to be instructed 
and ready to start work promptly on June 1. 

Special arrangements were made with the R.C.M.P. and the Department 
of Northern Affairs to take the Census in remote areas. The Department of 
National Defence enumerated for us the armed forces both in Canada and 
abroad, and the Departments of External Affairs and Trade and Commerce 
assisted us with diplomatic and trade missions abroad. 

In addition to the staff just mentioned and to our regular staff in Ottawa, 
our regional offices throughout Canada played a vital role in the taking of 
the Census. Many of the supervisory activities and the initial receipt of 
returns were decentralized in offices in Newfoundland, Halifax, Montreal, 
Toronte, Winnipeg, Edmonton and Vancouver. 
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For the 1956 Census the Bureau amplified the new and streamlined methods 
devised for the 1951 Census. The use of electronic statistical machines was 
extended. The new type of document used in 1951 for population records was 
used for the first time for the census of farms. 

You may be interested to know that the taking of this census required the 
printing of 25,000,000 documents ranging from 1 to 150 pages. It required 
the packing of 30,000 boxes and about 5,000 bundles. These were shipped to 
all parts of Canada by rail, air, boat and mail. Master trainers from the 
Bureau went out to train the 792 commissioners and field supervisors who in 
turn then trained the 16,000 enumerators. 

Returns came first to the Regional Offices and were forwarded from there 
to the Bureau. Tabulations began as soon as returns came in so that it was 
possible to release preliminary figures for small areas long before fina] com- 
pilations were made. 

The public are assured that the information they are legally obligated to 
give the census taker is kept strictly confidential. It is strictly against the law 
to give out information relating to individuals. Severe penalties are provided 
for anyone who reveals data concerning individuals or individual establish- 
ments. The information cannot be revealed for income tax, military call-up, 
allocation of manpower, national registration, or for any purpose whatsoever 
save for making statistical totals in which there can be no identification of 
individuals. 

No matter how nearly perfect the planning may be, the success of the 
census depends to a large extent on the full and willing co-operation of each 
and every individual. Because the census benefits the people, business, 
governments, everybody, it is a part of good citizenship to help make it an 
outstanding success by welcoming the enumerator and answering fully and 
accurately the questions which he asks. 

The Canadian Public Health Association has on different occasions during 
past years advocated a five-year census of population for all Canada. I am 
glad that at last this objective has been achieved. 

The greatest asset of a nation is its people. Their health is of paramount 
importance to its well-being and success. We in the Bureau of Statistics have 
to produce statistical tools to assist all who are interested in various aspects 
of the Canadian scene covering a wide range of social and economic subjects. 

More and more we are convinced that there is nothing more important 
than assisting those who are concerned with the health and welfare of the 
people. Further steps were planned at a meeting of the Vital Statistics 
Council in Ottawa to further that end. 

The five-year census is, we believe, an important move in the same direc- 
tion. We hope that early in 1957 (with preliminary figures even earlier) up- 
to-date population counts will be available which will help you to identify 
targets towards which you may direct your efforts. 





The Tuberculosis Situation in Ontario, 1955’ 
S. A. HOLLING, M.D. 


AN accurate evaluation of the tuberculosis problem is difficult because of 

the complexity of the many factors involved. It has become more difficult 
because there has been a radical change in the tuberculosis picture during 
recent years. It is not surprising that such a period of transition should leave an 
explanation of some aspects of current trends in the field of conjecture. Reliance 
cannot be placed entirely on the accepted yardsticks of the past. New values 
must be established in assessing the present situation in order that adequate 
action may be taken to meet the needs of the future. 

At one time, the tuberculosis mortality rate was considered to be a reasonable 
index of the effectiveness of the control program. Improved methods of treat- 
ment, through the use of the new drugs, have radically changed this. While 
great progress has been made in the saving of lives, many problems have arisen 
which necessitate a reorientation of control concepts. 

The continued drop in the number of tuberculosis deaths in Ontario is most 
encouraging, 242 deaths in 1955 as compared with 308 deaths the preceding 
year. Of far greater significance from the standpoint of evaluating the control 
program is the number of new cases. 


ADMISSIONS TO SANATORIUM 


There were 2,459 first admissions in 1955 as compared with 2,103 in 1954, an 
increase of 356, explained in part by the admission of Eskimos. There were 
887 readmissions in 1955 as compared with 1,024 in 1954, a decrease of 197. 
What is the reason for this paradox—a decrease in mortality and an apparent 
increase in morbidity? While a satisfactory explanation is available for the 
reduction in the death rate, namely, improved and earlier treatment, an ex- 
planation cannot be offered with equal certainty of the increase in morbidity. 
Wishful thinking might attribute the increase in first admissions to sanatorium 
to accelerated case-finding procedures and assume that the true morbidity 
rate has not risen. This probably is true in part, however, the incomplete 
state of our epidemiological knowledge does not permit a conclusion based 
on fact. From the evidence, it would appear that over the period 1944-53 
the death rate declined 76 per cent, while the incidence of new active tuber- 
culosis decreased only 15 per cent. In 1955, apparently, the previous slow 
decline in morbidity did not continue. The appearance of outbreaks of tuber- 
culosis of almost epidemic nature in several communities and the extremely 
high incidence of active tuberculosis among prisoners, forces us to the conclu- 
sion that our preventive measures, good as they are, still leave much to be 
desired. 

1Presented at the annual meeting, Ontario Tuberculosis Association, May 14, 1956. 
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Modern treatment has radically changed the sanatorium situation. While 
7,259 patients (excluding transfers) were treated in the fifteen Ontario 
sanatoria in 1955, an increase of 106 over the preceding year, the average days’ 
stay in sanatorium decreased by 49 days. This made it possible to readjust the 
bed requirements for treatment, the complement being reduced by 135 beds. 
The average sanatorium bed occupancy in 1955 was 92.3 per cent. 


Tora, NuMBER OF PATIENTS TREATED IN SANATORIA (excluding transfers) 


1954 7,153 f 
1955 7,259 increase of 106 : 
DvuRATION OF TREATMENT—AVERAGE Days’ STAY IN SANATORIUM 
1954 441 days 
1955 392 days decrease of 49 days 
BEDS FOR TREATMENT OF TUBERCULOSIS (December 1955) 
(a) Sanatoria (15 in number) 4,214 
(b) Ontario Hospital, Woodstock (mental) 600 


(c) Indian Health Services (Moose Factory Hospital) 156 
(d) Department of Veterans’ Affairs 


(i) Sunnybrook Hospital 22 
(ii) Westminster Hospital 22 
Toran 5,014 . 


TUBERCULOSIS CASE-FINDING 


Frequent regular chest clinics, easily accessible to the public, are essential 
in the control of tuberculosis. Ontario is well served in this regard as there 
are 265 clinics in 248 different centres. A total of 231,478 individuals were 
examined in chest clinics during the year 1955; 1,168 newly discovered active 
cases and 556 old active cases of tuberculosis were reported. 


TUBERCULOSIS CASE-FINDING 
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Newly dis- 
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Individuals | covered active Old active lotal active i 
Year examined TB cases TB tuberculosis 
1954 214,568 1,084 856 1,940 
1955 231,478 1,168 556 1,724 
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Community and industrial mass x-ray surveys continue to play an important 
role in the search for tuberculosis. No other program has such a wide educa- 
tional approach since the aim is to reach the entire community. It is fallacious 
to gauge the value of mass surveys solely on the findings of active tuberculosis, 
for the discovery of significant non-tuberculous chest conditions is just as 
important from the standpoint of the individual concerned. While it is true 
that now to find one case of active tuberculosis considerably more people 
have to be examined than previously, it must be remembered that a variety of 
special group chest x-ray programs have come into being which have their 
effect on community x-ray surveys. The latter, being directed to the apparently 
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healthy general population, provides a service not available through any other 
source. 

Community and industrial mass x-ray surveys conducted by the Provincial 
Department of Health, the Gage Institute, Toronto, and the Niagara Peninsula 
Sanatorium resulted in 609,139 individuals being x-rayed, an increase of 
70,242 over 1954. A total of 250 cases of active tuberculosis were reported 
(one active case per 2,436 individuals ). 


Mass SurvEys—As REPORTED BY ONTARIO DEPARTMENT OF HEALTH, GAGE 
INSTITUTE AND NIAGARA PENINSULA SANATORIUM 








| | | | 

| Individuals Newly discovered | Old active Total active | 
Year attending active TB TB TB Ratio 
1954 | 538,897 179 23 | 202 | 1: 2667 
1955 609,139 | 225 25 250 | 1: 2436 


Hospital Admission Chest X-Ray. It is encouraging to note the interest 
which is being shown by hospitals in improving the efficiency of this program 
with the objective of obtaining maximum coverage. Sixty-three hospitals 
(44.7 per cent) achieved a high record of 90 per cent and over of patients 
x-rayed while 87 per cent of all hospitals reported a coverage of 70 per cent 
and over. Every general hospital in the province, as well as five private 
hospitals, is engaged in the program. 

A total of 391,231 patients had a routine chest film during 1955, an increase 
of 31,657 over 1954. 


HospiraAL ADMISSION Cuest X-RAY PROGRAM 


Hospitals participating i. ‘ ae 
Total number in-patients x-rayed .... 352,663 
Total number out-patients x-rayed ’ . 88,568 


(Organized out-patient clinic in 16 hospitals) 


TOTAL 391,231 


In-patients not required to have a routine admission chest film include children 
under 12 years of age, obstetrical patients x-rayed prior to admission, others x-rayed 
within three months of admission and patients x-rayed at specific request of 
attending physician Lobia he Drees a abe esas 238,103 


Pre-Employment Chest X-Ray. This program has been introduced in nearly 
all of the large urban centres in the province with the full co-operation of 
management. County and district tuberculosis associations with the assistance 
of the Division of Tuberculosis Prevention, Ontario Department of Health, 
undertook the responsibility of organizing the program on the local level. 

In view of the large number of people employed in the construction of the 
St. Lawrence River Seaway and in Hydro-Electric power developments, many 
coming from outside the province, a pre-employment chest x-ray program 
was organized in Cornwall, July 1955, to cover construction employees and 
their dependents. With the help of a National Health Grant, a complete 
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miniature film x-ray unit was located in the Cornwall office of the National 
Employment Service, and technical and secretarial help were provided from 
the same source. The medical staff of St. Lawrence Sanatorium has given 
the necessary medical supervision. For the first six months of operation the 
incidence of active tuberculosis reported was one case in 772 persons x-rayed. 

Chest X-Ray in Special Groups. Increasing emphasis has been placed on the 
problem of tuberculosis in certain special groups as there is ample evidence 
to indicate the need for concentrating case-finding efforts in this direction. 
The Gage Institute, Toronto, has been a leader in this field and the results of 
the various special group x-ray programs which it conducts illustrate the im- 
portance of the maximum development of similar programs throughout the 
province. 


ACTIVE TUBERCULOSIS IN SPECIAL GROUPS REPORTED BY THE GAGE INSTITUTE, 
Toronto, 1955 














Number Active Incidence per 

Group x-rayed tuberculosis 1,000 x-rayed 
Pre-employment 22,272 21 0.9 
Adult contacts 6,077 13 2.1 

Positive tuberculin reactors— 

students 1,238 4 3.2 
Self-referred 30,135 79 2.6 
Office patients of private physicians 5,748 22 3.8 
Food handlers 18,308 24 1.3 
Hairdressers and barbers 3,964 10 2.5 
Prisoners—Don Jail 8,839 54 6.1 





Through the co-operation of the Metropolitan Council of Toronto, the Gage 
Institute, Toronto, and the Division of Tuberculosis Prevention, a program 
was introduced in May 1955 to x-ray all prisoners in the Don Jail, Toronto, 
at the time of commitment. In the first eight months of operation 54 cases of 
active tuberculosis were discovered among 8,839 prisoners x-rayed, or one in 
163. It is expected that seven other large jails located in Port Arthur, Sudbury, 
North Bay, Hamilton, London, Ottawa and Windsor will receive a similar 
service in 1956. Approximately two-thirds of the annual jail population in 
the province will then be covered. 

Since tuberculosis is tending to become more a disease of the older age 
groups, it was but natural that elderly residents in homes for the aged should 
receive attention. Through the use of National Health Grant funds, arrange- 
ments were made for all applicants to such homes to have a routine chest film 
as part of the pre-admission medical examination. 

A new program of significance was introduced in the city of Hamilton in 
1955. This provides for a routine chest film of all persons receiving municipal 
direct relief assistance. One case of active tuberculosis per 700 individuals 
x-rayed was reported. The municipality of Scarborough and the city of Sarnia 
have adopted this plan and it is hoped that others will do so. 

As evidence of the wide scope of the diagnostic program in Ontario, it is 
of interest that a total of 1,288,563 chest x-ray films were taken during 1955 
in connection with chest clinics, mass surveys and the hospital admission chest 
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x-ray program, an increase of 130,871 over 1954. In addition to these there 
were large numbers of individuals x-rayed in special programs conducted in 
general hospitals such as pre-employment applicants, hospital employees, 
food handlers, and routine referrals of office patients of private physicians. 


REHABILITATION 


Rehabilitation of the tuberculous is an important part of the over-all 
control program. The Ontario Department of Health, the sanatoria, and the 
various county and district tuberculosis associations each play a significant 
role. The rehabilitation section of the Division of Tuberculosis Prevention has 
developed a comprehensive service, working in close co-operation with other 
interested groups. The central office of the section is in Toronto and is staffed 
with a supervisor and four rehabilitation officers. District offices are located 
in Fort William, Kingston and London, each with a rehabilitation officer in 
charge. During the year 1955 a total of 536 ex-patients passed through the 
rehabilitation offices, and 193 continued to receive rehabilitation services. 


VOLUNTARY AGENCIES 


The contribution of voluntary agencies to the control of tuberculosis in 
Ontario has been outstanding. The Ontario Tuberculosis Association and its 
affiliated county and district tuberculosis associations have taken a major part 
in the promotion and development of various services, particular emphasis 
being placed on education, rehabilitation and case-finding. Through the use 
of Christmas Seal funds, county and district associations have provided free 
chest clinic service in 181 different chest clinics out of a total of 265 clinics in 
the province and contributed towards the expense of 29 additional clinics. 
These groups have the responsibility of the local organization of community 
mass x-ray surveys and they also sponsor special group surveys. 


CONCLUSIONS 


While great advances have been made in the control of tuberculosis in the 
last half-century, the problem is still far from solved. Many of the weapons 
to fight tuberculosis are at hand but unfortunately not all are being used to 
the best advantage and other weapons still have to be found. Never before has 
there been such a need for progressive thinking and a willingness to attack 
new situations with open minds, Attitudes of this nature are essential if the 
goal of the eradication of tuberculosis is to be achieved. 











A Venture in Enforced Modernization 
in an Urban Centre’ 


J. H. MacRAE,? C.S.1.(C) 


pow City of Prince Albert on the south bank of the North Saskatchewan 

River in August, 1868, had its origin in a settlement. The settlement grew 
to a village, to a town, and water works and sewerage systems were installed. 
Most property owners availed themselves of the services provided, but un- 
fortunately, many did not and this was the situation confronting the city in 
1946. 

During the winter of 1946-47 a survey was made of the central part of the 
city, all of which was serviced with sewers and water. It was found that 
premises without services were located in almost every block. The city pro- 
vided scavenging services, paid for by general taxation, and a tank-water 
delivery service, subsidized by general taxation, to owners and tenants of these 
unmodern premises. 

Information was obtained from other cities and the story was the same, 
namely an unhappy and unsuccessful experience when it came to enforcing 
an order to the owner who refused to comply. 

In spite of the dangers and difficulties, the city, early in 1947, declared all 
parts of the city, serviced with sewer and water, to be a compulsory modern- 
ization area. For the purpose of administration, and taking into account the 
shortage of plumbers and plumbing supplies, the modernization area was 
divided into zones. The first zone was declared to be two blocks east and two 
blocks west of Central Avenue, and containing, in all, a total of 25 blocks. The 
progressive nature of the modernization plan, and the disposition of all premises 
coming under the plan are indicated in Table I. 

It must be noted that not all premises in a given zone were completed during 
the required period. It was necessary to grant extensions of time to about 50% 
of the property owners. In certain instances, some owners showed signs of 
refusing to co-operate in any way. Such owners were visited personally, and 
the reasons learned for refusing. Before the owner actually refused, he was 
granted an official extension for his own suggested period of time and during 
this extension was again personally visited until some move, however small, 
was made toward compliance. In many instances his extension had by this 
time expired and he was then given additional time as progress was being 
made. With most owners this technique was successful. There were, however, 
other objections by owners which were as follows: rental from premises was 
too low to permit modernization being undertaken; unable to modernize due 


1Presented at the twenty-first annual meeting of the Canadian Institute of Sanitary 
Inspectors, Waskesiu, Saskatchewan, August 1955. 
2Sanitarian, Prince Albert Health Region, Saskatchewan. 
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TABLE I 
COMPULSORY MODERNIZATION—PRINCE ALBERT, SASKATCHEWAN 
| | | Life- | | No Ac- 

Com- | Demo- Con- time Exten- | tion or | Total 

Area Year | pleted | lish Moved | demned | Exten- | sion to Un- Notices 
sion | 1955 | finished 

1&2} 1948 17 mu | 4 | | | 32 
_——— . an on } | a | " a 
3 1949 mi £2 ff #403 | | 40 
iced | cas ane 2 cbiadetag si iaitel sas 
4 1950 | 36 |} 4 1 | | 41 
5 | 1951 | 47 1 | YS 3 | 53 
— - | ms | } | 
6 1952 | 56 1 1 1 2) 5 | 66 
7 | 1953 42 1 2 | | 14 1 | 60 
8&9 1954 104 2 1 19 31 | 157 
ited - — }_ |— ee . 
10 1955 51 | | | 55 | 106 
atc oe eat eae Nai _ iad 23 

393 | 16 | 15 | 7 4 | 35 | 9 555 




















to financial circumstances; present owner unable to modernize at any time 
(aged, old age pensioners, widows, etc.); planning to sell property; and finally 
not suitable for modernization. 

Their objections to the modernization order were met as follows: 

(a) A comparison of rental rates of similar modern premises in the same 
zone was made, and this was combined with a hint that housing is scarce and 
it would be unfortunate if it were necessary to placard the premises due to the 
absence or lack of sanitary plumbing. A charge of 50¢ per month was first 
levied for the removal of night soil. The service charge was later increased to 
$1.00 per month and this move very materially speeded up the modernization 
program. 

(b) A modernization assistance bylaw was passed by city council which 
provided for a maximum loan of $300.00 or 85% of the actual cost of installing 
a two-fixture system. This amount was added to the property taxes and was 
re-payable in ten equal yearly instalments. 

(c) Investigation was made concerning the ability of Old Age Pensioners, 
etc. to install the necessary plumbing. If satisfactory evidence of inability to 
pay for the work was found, an extension was granted for their life-time. It 
was interesting that in some of the extensions granted the money was later 
forthcoming and the work done to the satisfaction of all concerned. 

(d) Some owners, upon being notified to modernize, immediately sold their 
property to a third party without any mention of modernization requirements. 
This resulted in some considerable embarrassment and delay in administering 
the plan. Following this experience wide publicity was given the zones of the 
plan and a note was pinned to the tax roll noting the order had been given. 
The new purchaser usually inquired re taxes and other particulars and he 
was reminded of the requirements at that time. Few, if any, sales of property 
are now made without the prospective purchaser being made aware of the 
modernization order before the sale takes place. 
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(e) A careful inspection was made of all premises reported as unsuitable 
and recommendations made. All houses in this category require new founda- 
tions and extensive general repairs. The owners of such premises were con- 
tacted, the requirements discussed and if any indication of compliance shown, 
an extension of time was made, if necessary. In the case of an absentee-owner 
or one showing no indication of proceeding with the necessary work, notice 
of intention to condemn the premises at the expiration of the time limit allowed, 
was sent by registered mail. This was effective in getting a few more started 
to repair and modernize and, here again, owners were given the required time 
to complete the work. All other non-conforming premises were placarded as 
unsanitary. A word of caution in this connection may be in order and, that is, 
in no case was it necessary to condemn a house for the lack of sanitary plumb- 
ing only, but rather in every instance, some other defect such as rat-infested, 
dilapidated or vermin-infested were found and incorporated into the con- 
demnation notice. 

We in Prince Albert feel quite proud of the improvement in environmental 
sanitation due to the modernization program. At the beginning of 1947 the 
number of deficient premises on streets served with sewer and water was 15% 
of the total and few owners, if any, were seriously considering changing the 
picture. Today, eight years later, we have only 11 or 0.3% of the «otal premises, 
with sewer and water connections still pending. 

In 1954, 106 notices were issued to owners in Zone 10 to have their premises 
modernized during 1955 (Table 1). Of the 106 owners so notified 51 had 
their premises completed during 1954. The remaining 55 had until December, 
1955, to complete the work. 

Throughout the operation of the plan, a total of 555 notices were issued. 
On March 1, 1955, our records listed 141 as still not modern and this included 
the current year’s program, all premises previously granted extensions, and 
eleven premises that were problems. 

The granting of time extensions was only a means to an end and cannot 
be considered as a solution of the problem which the city in 1947 decided to 





TABLE II 
PREMISES LACKING SEWER AND WATER CONNECTION EIGHT SASKATCHEWAN CITIES, 1955 
; = - Non-modern Premises on | Modern % of Premises on Sewer : 
Citys Loans Sewer and Water Premises | and water not connected 
A | 20 805 “160 =|) «14.0 7 
BO a a 1,078 | 08 
Cc. | a / 70 | 1,700 | - 00 
D | gg | 88 | 4500 | 9.7 
E 619 | 1,100 14,155 ef o : 


F 40 95 1,750 


3469 3) 
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solve. In 1947 the non-modern premises, lacking sewer and water connections 
were 15% of the total. On March 1, 1955, the figure, all inclusive, was 4%. 
How does Prince Albert compare with other Saskatchewan cities? A request 
for information was sent to all Saskatchewan cities and complete replies were 
received from all but one. Table II gives the picture as reported by the 
various city officials. 

In regard to Prince Albert's modernization plan, we do not know how much 
modernization would have been done voluntarily, but can safely assume that 
there would still be, in all probability, 10% of the total premises located on 
sewer and water lines unconnected. 

The only compulsion used has been to condemn the premises presented in 
Table I. The plan might probably be more properly termed “The Prince Albert 
Persuasive Modernization Plan”. 

I wish to thank all officials in the various Saskatchewan cities who so 
kindly submitted the necessary information. 


ATMOSPHERIC POLLEN STUDIES AT OTTAWA, 
ONTARIO 


JOHN BASSETT? 


_ limited information available on airborne pollens in Eastern Canada 
led to an investigation by the Department of Agriculture, Ottawa, extending 
over 1952 and 1953. When the results are compared with those of LaRush at 
Toronto in 1932, it is evident that the major pollen seasons are similar in time 
of appearance at both sites. At Toronto, tree pollens, although appearing on 
the slides by April 1, did not become abundant until the end of the month, and 
after June 15 few tree pollens were caught. The greater abundance of oaks 
at Toronto is reflected in the much higher counts obtained by LaRush. The 
grass season began at Toronto about June 1, rose to its peak about the same 
date, June 18, as at Ottawa in 1952, and then decreased in intensity to July 22. 
Comparative data are available for Hamilton and Montreal in 1952 and 
1953. The ragweed pollen counts are much higher for both centres than for 
Ottawa. The greatest total of grass pollen was caught in May at Hamilton, 
in June at Ottawa, and in July at Montreal. Mulberry, Morus rubra, is native 
in the Hamilton area and its pollen is caught in large amounts. Ottawa and 
Montreal are out of the native range of this plant. In the Ottawa area three 
more or less well-defined pollen seasons can be recognized. The first is the tree 
season, April 1 to June 15, followed by the grass season, June 7 to July 16, 
and finally the ragweed season, August 15 to September 15. Total counts of 
air-borne pollen were lowest between July 17 and August 14, 1953, and the 
situation was similar in 1952. Every pollen type recorded could be accounted 
for locally. This suggests that the bulk of the pollen originated within a few 
miles. As expected, very few pollens were from entomophilous species. 


1Science Service, Botany and Plant Pathology Division, Canada Department of Agri- 
culture, Ottawa, Ontario. 





Neonatal Mortality in British Columbia’ 


J. H. DOUGHTY, M.A? 


las of the most notable achievements of public health and medicine over 

the past thirty years has been the great reduction in infant mortality 
rates. In British Columbia, and in most provinces of Canada, this reduction 
has amounted to a full 50 per cent and our present rates compare favourably 
with those elsewhere in the world. However, in spite of the progress that has 
been made, the disturbing fact remains that the risk of dying in the first year 
of life is greater than in any other year of age up to 65. Moreover, two-thirds 
of infant deaths now take place during the first four weeks of life. 

Such serious wastage of life deserves careful and continuous study in order 
that the root causes may be exposed and understood. To this end, British 
Columbia has for the last ten years been carrying out a program of matching 
infant death registrations with the corresponding birth registrations for 
statistical analysis. This program was expanded in 1952, when information 
from the Physician’s Notice of Birth, which in British Columbia contains 
additional information of a medical nature, was also correlated with that from 
the birth and death registrations. 

It is not my purpose to try to set forth all the statistical information which 
our studies have revealed. Much of the data, such as that which relates to the 
leading causes of infant mortality, the high mortality of multiple births, the 

high mortality of the first day and first week of life, and other common classi- 
Scations follows the patterns which are now well known from other studies. 
It was felt that for this panel discussion which is concerned with peri-natal 
mortality, it might be more valuable to outline a few of the less commonly 
known aspects of neonatal mortality which are obtained from a matched study 
of the type just mentioned. 

This report is based on the neonatal mortality experience of the non-Indian 
population of British Columbia for the three-year period 1952 to 1954 in- 
clusive. It covers over 90,000 births and the 1,457 neonatal deaths that were 
associated with those births. 

The average neonatal mortality rate for the period was 16.2 deaths for 
every 1,000 live births. We often loosely interpret a rate of this type by saying 
that the chances are 16.2 out of 1,000 that an infant born in our province will 
die within the first four weeks of life. It is true that the rate of 16.2 expresses 
the average rate of dying in the first four weeks for the group as a whole, but 
it does not, by any means, express accurately the risk of dying of normal 
infants, who constitute the great majority. 

For example, 93.7 per cent of the infants were, by definition, mature at 

~ 1Prese sented at the forty-fourth annual meeting of the Canadian Public Health Association, 


Saint John, New Brunswick, May 29-31, 1956. 
Director of Vital Statistics, Department of Health and Welfare, British Columbia. 
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birth, that is they weighed over 2,500 grams (5% lbs.) and the neonatal 
mortality rate for this large majority was not the average of 16.2 per 1,000 
but only 5.2. On the other hand, the neonatal mortality rate for the 6.3 per 
cent who were immature was over 152 per 1,000. Looking at it another way, 
only 6.3 per cent of all births were immature, but they accounted for over 
66 per cent of all neonatal deaths. Even more arresting is the fact that infants 
weighing 2,000 grams (4.4 lbs.) or less amounted to only 2 per cent of the 
births but they accounted for over 53 per cent of the deaths. 

The neonatal mortality rates by birth weight are shown in Table I. It can 
be seen that the rates are very low for the heavy infants and increase steadily 
as birth weight decreases. It is noted that the infants who w eighed 3,501 to 
4,000 grams (7.7 to 8.8 Ibs.)—and there were over 25,000 of them—had a ve ry 
low neonatal mortality rate of only 3.5 per 1,000 live births. 


TABLE I—NEeEonaTAL MortTatity BY BIRTH WEIGHT 
Rates per 1,000 Live Births 








Neonatal 
Birth weight (grams) Births Neon ital deaths mortality rate 
4,001 and over 8,191 3: +.0 
3,501—4,000 25,736 89 3.5 
3,001-3,500 34,825 164 4.7 
2,501-3,000 14,998 148 9.9 
Total Mature 83, 750 134 §.2 
2,001-2,500 3,807 165 43.3 
1,501-2,000 1,104 211 191.1 
1,500 and under 695 477 686.3 
Total Immature 5,606 853 152.2 
Weight not stated 668 170 (1) 
Total 90, 024 1,457 16.2 


| 
(1) It is known that the ‘“‘Weight not stated’’ group contains a large proportion of very 
immature infants who died shortly after birth. This means that the mortality rate for im- 
mature infants was actually somewhat more severe than indicated in Table 1. 


Cross classifications of neonatal mortality by cause of death and birth 
weight pinpoint the causes which were particularly severe on the immature 
infant. As might be expected, the death rate ascribed to immaturity itself rose 
abruptly as the birth weight decreased. Other causes which increased 
sharply in severity with smaller birth weights were birth injuries, infections 
of the new-born, and asphyxia and atelectasis. Rates due to congenital mal- 
formations were also much higher for immature infants but it is recognized 
that in some cases the malformation may have been the causative factor in 
the premature birth. Table II shows the neonatal mortality rates by birth 
weight for the leading causes of neonatal deaths. 

Another interesting breakdown of neonatal deaths is by pregnancy order or 
birth order. Pregnancy order was selected as the basis for classification in this 
present study inasmuch as it would appear to be more meaningful for analyses 
of this type. This classification appears to indicate that children of first and 
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TABLE II—LeapinG Causes oF NEONATAL MorTALITy, BY BIRTH WEIGHT 
Rates per 1,000 Live Births 

Asphyxia | Congenital | | Infections All 

Birth Weight Immaturity| and Mal- | Birth | of Erythro- | Maternal | Other 
(grams) | Unqualified | Atelectasis | formations | Injuries | Newborn | blastosis | Toxaemia | Causes 

ae | —_ ——— SD 

4,001 and over | 0.1 | 0.4 1.7 0.8 | 0.4 0.1 _ 0.5 

3,501-4,000 0.1 | 0.4 1.2 0.6 0.5 0.2 — 0.4 

3,001-3,500 | 0.1 0.6 2.1 0.9 0.2 0.3 _ 0.4 

2,501-3,000 | 0.2 1.6 3.8 1.8 0.7 0.8 | 0.1 0.8 

Total Mature | 0.1 0.7 2.1 1.0 0.4 | 0.3 _— 0.5 

| 
_ a am _o = - = = 

2,001-—2,500 | 4.7 | 13.1 10.2 | 6.0 3.9 1.6 0.5 3.2 

1,501-—2,000 6. 2 55.3 11.8 | 38.9 | 8.2 3.6 5.4 11.8 

1.500 and under | 441.7 | 120.9 10.1 60.4 12.9 7.2 12.9 20.1 
| | iat — a me 

Total Immature 69.3 34.8 10.5 | 19.3 | 5.9 2.7 3.0 7.0 

j 
i eaoet ee ‘ | heicah 
Total Births 5.2 3.1 | 28 | 24 0.8 0.5 | 0.2 1.1 
| 











second pregnancies had the best chances of survival, while those of succeed- 
ing pregnancies encountered a progressively greater risk. The specific rates 
for the first four pregnancies were very close while for fifth and higher 
pregnancies they were significantly greater. 

It is also of interest to consider the effect of maternal age on the neonatal 
mortality rates. It was found that neonatal mortality was not lowest for the 
youngest mothers but rather that the lowest rate occurred to infants whose 
mothers were between 25 and 29 years. For those under 20 years the rate 
was relatively high, while for those 20 to 24 it was somewhat better. At ages 
30 and over, the rate again increased, but not at all sharply until after age 40. 
Here then are two somewhat related factors, pregnancy order and maternal 
age, and to fully understand what is happening it is necessary to study the 
effect of pregnancy order at each specific maternal age. Table III tells the 
more complete story by showing the specific neonatal mortality rates at each 
pregnancy order for each maternal age group. At maternal ages under 30, 
first-born infants had the best survival chances, with the risk of neonatal 
death increasing as the pregnancy order increased. The favourable rates 
associated with births of the first four pregnancy orders at maternal ages 
25 to 29 are noteworthy. At maternal ages over 30 an increasing risk of neo- 
natal death appeared to attend the first pregnancies while children of second, 
third and fourth pregnancies faired relatively well. The higher death rates of 
infants of fifth and succeeding pregnancies were evident for all maternal 
age groups. However, caution should be exercised in interpreting the specific 
neonatal death rates of Table III inasmuch as the smaller sub-groups used 
lead to higher chance variations in the rates. 

The effect of illegitimate birth on the infant and neonatal mortality rates 
has become well known, and the British Columbia studies have consistently 
shown the higher mortality experience of the illegitimate child. In this 
particular three-year study the neonatal mortality rate of illegitimate children 
was almost 22 per cent higher than that of legitimate children and the full 
infant mortality rate was 50 per cent higher. Some of the causes of death 
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TABLE III—NeEonaTAL DEATHS BY PREGNANCY ORDER AND MATERNAL AGE 





Maternal Age 
“a Under] | | 40and| Not | 
15 | 15-19 | 20-24 25-29 | 30-34 35-39 over | stated Total 


Number of Births 


















































1 | 28 | 4,880 | 11,200 | 6,204 | 2,494 |} 882, 195/ 1 | 25,884 
2 — | 1,199] 8,736| 9,054] 4,735 | 1,680| 333| — | 25,737 
3 | — | 202] 3,563} 6,619| 5,382] 2,204} 493| — | 18,464 
4 | — | 27] 1,080} 3,038 | 3,266 | 1'737| 458 | 1 | 9,607 
5 i | 3| 279) 1,238) 1,601 | 1,056 | 335) — | 4,512 
6 and over | — — | 111] 773] 1,523] 1,493] 683| — | 4,583 
Not stated | — 82} 333} 349) 270/ 149) 52) 2 | 1,237 
| a eee 
Total | 28 | 6,393 | 25,302 | 27,275 | 19,272 | 9,201 | 2,549| 4 | 90,024 
Number of Neonatal Deaths 
-—s | | | | 
1 |} 1] 89 | 47 | 72 | 45 | 2 | 5 | — | 382 
2 — 24 150 107 | 58 So i ¢ — | 9371 
3 “os 7 68 | si | 87 31 1 = | 285 
4 — 1 | 23 49 47 23 10 — | 
5 — | 8 | 27 36 17 8 — 96 
6 and over — — | 7 24 43 32 19 - 125 
Not stated —_— 1 | 16 9 7 6 2 4 | 45 
Total | 1 | 122 | 419 | 369 | 323 | 156 | 63 | 4 | 1,457 
Neonatal Mortality Rate* 
| | | | 
1 | — | 18.2] 13.1 | 1.6 | 18.0 | 26.1| 25.6| — | 48 
2 | — 20.0, 17.2 | 11.8 | 12.2 14.3 | 24.0) — 14.4 
3 — | 34.7] 19.1 | 12.2 | 16.2 | 14.1] 223] — | 15.4 
4 -- — | 21.3 | 16.1 14.4 | 13.2| 21.8) — 15.9 
5 ~~ — | 28.7 | 21.8 | 22.5 16.1 | 23.9| — | 21.3 
6andover | — Tin | 63.1 | 31.0 28.2 21.4} 27.8) — | 27.3 
 saalinnaaliiaddll niiainssaticnainal Gee Tae i aac aaa a 
Total | — | 19.1| 16.6 | 13.5 | 16.8 | 17.0| 24.7| — | 162 











*Rate per 1,000 Live Births 


which were more severe for illegitimate children were pneumonia, asphyxia 
and atelectasis, immaturity and even birth injuries. In fact, most causes re- 
corded higher rates amongst the illegitimate infants. However, it must be 
remembered that only around 6 per cent of all births are illegitimate. 

Of the 90,024 births in the study, about 2,700 were specifically stated to 
have been delivered by caesarean section. The neonatal mortality rate of these 
infants was 36.8 compared to only 15.5 for those delivered normally. Caution 
is, of course, required in interpreting these rates because in some cases the 
caesarean section may have been necessary due to some abnormality of 
the foetus or the mother. Nevertheless, it is noted that the infants born by 
caesarean section, as well as having higher death rates due to congenital 
malformations and maternal toxaemias, also had rates over three times as high 
as did the normally delivered children for such causes as birth injuries and 
asphyxia and atelectasis. 
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TABLE IV—NEeEonaTAL DEATHS BY TYPE OF BIRTH AND CAUSE OF DEATH 
Rates per 1,000 Live Births 














| Normal Caesarean 
ause of Death No. of | No. of 

er ee Deaths Rate | Deaths | Rate 
Immaturity unqualified 452 | 5.2 16 5.9 
Asphyxia and Atelectasis 254 | 2.9 29 10.7 
Congenital Malformations 235 | 2.7 17 6.3 
Birth Injuries 198 | 2.3 21 7.7 
Infections of Newborn 64 0.7 | 5 1.8 
Erythroblastosis | 46 |lClCOOS C| 1 0.4 
Maternal Toxaemias 16 S| 0.2 | 7 2.6 
Other Causes 92 1.3 4 1.5 
All Causes 1,357 15.5 100 36.8 





Number of Births | 87,306 | 2,718 
| 


Another aspect of neonatal mortality frequently questioned is the effect of 
rural or urban residence. In British Columbia the usual definition of “rural” 
or “urban” is not altogether satisfactory because of sizeable populations living 
just beyond the municipal boundaries. These population groups technically 
are rural but for all practical purposes they are urban. A comparison has 
therefore been made of the neonatal mortality experience of the area which 
encompasses metropolitan Vancouver, the lower Fraser Valley and Van- 
couver Island, with that of the remainder of the province with its small 
cities and villages and large sparsely populated regions. This revealed that 
the metropolitan area and its surroundings had a relatively low neonatal 
mortality rate of 15.0 per 1,000 live births while the remainder of the province 
experienced a rate of 19.3, almost 29 per cent higher. An examination of the 
specific causes of death in the two regions indicated that deaths ascribed to 
immaturity adversely affected the rate in the interior of the province, although 
as shown in Table V this region manifested a generally higher risk associated 
with most other causes of neonatal mortality. 


TABLE V—NEoNATAL Mortatity By CAUSE AND GEOGRAPHIC REGION 
Rates per 1,000 Live Births 

















| Metropolitan Vancouver 

| Fraser Valley, and Remainder of Province 

Vancouver Island 

Cause of Death anaes 
Deaths Rate Deaths Rate 

Immaturity unqualified | 299 | 4.6 169 6.6 
Asphyxia and Atelectasis 199 3.1 84 3.3 
Congenital Malformations 166 2.6 86 3.4 
Birth Injuries | 441 2.2 78 3.0 
Infections of Newborn | 51 0.8 18 0.7 
Erythroblastosis 35 0.5 12 0.5 
Maternal Toxaemias 14 0.2 9 0.4 
Other Causes | 58 0.9 38 1.5 
All Causes 963 | 15.0 494 19.3 
Number of Births 64,404 25,620 
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A final observation relates to what might be called a predisposition towards 
peri-natal mortality. Of the 90,024 births in the study, over 10,000 occurred to 
mothers who had recorded a previous pregnancy loss (that is, a stillbirth, a 
miscarriage or an abortion). The neonatal mortality rate for this group of 
infants was two and one-half times as great as that for the infants whose 
mothers had recorded no previous pregnancy losses, the rate being 32.8 
compared with 12.7. Table VI shows the specific neonatal mortality rates by 
cause according to previous pregnancy loss history. It can be seen that the 
excessive risk extends to virtually all causes of neonatal mortality. Previous 
pregnancy loss is indicated where the order of live birth is less than the 
order of pregnancy. The table slightly understates the magnitude of the 
rates respecting the group having previous loss history because it was im- 
possible to identify the small group of mothers who had had previous 
pregnancy losses for which there had been compensating multiple births. 
Such cases are included in the group “Birth order same as pregnancy order”. 

The group “Birth order greater than pregnancy order” relates to children of 
mothers who have at some time experienced a multiple birth, and the higher 
rates observed for this group merely reflect the higher mortality of multiple 
births. 


TABLE VI—NeEonaTAL DEATHS BY CAUSE AND HISTORY OF PREVIOUS PREGNANCY 
Loss TO MOTHER 
Rates per 1,000 Live Births 


Birth Order | Birth Order Birth Order 
less than same as | greater than 
Cause of Death Pregnancy Pregnancy Pregnancy 
Order Order Order 
(1) (2) (3) 





‘Deaths Rate | Deaths Rate Deaths Rate 


Immaturity unqualified | 142 

















14.0 257 3.3 50 27.7 
Asphyxia and Atelectasis | 838 5.2 195 | 2.5 24 13.3 
Congenital Malformations | 3 3.2 203 | 26 | 11 6.1 
Birth Injuries | 49 | 4.8 156 | 2.0 7 3.9 
Infections of Newborn | ww | 3 — | Ge 3 1.7 
Erythroblastosis ~~ } St @ 0.4 _— — 
Maternal Toxaemias 1 Gt |- a 0.3 | 1 0.6 
Other Causes 24 2.4 | 65 | 0.8 2 1.1 
All Causes | de 32.8 976 12.7 | 98 | 54.3 

| 
Number of Births 10,163 | 76,816 | 1,805 


| | 
(1) Indicates mothers having one or more previous pregnancy losses. 
(2) Indicates mothers having no previous pregnancy losses but includes a small number with previous losses 
who have also had a previous or present multiple birth. 
(3) Indicates present or previous multiple births with no previous pregnancy losses. 
In addition, there were 1,240 births and 50 associated neonatal deaths for which the birth order and/or pregnancy 
order were not stated 


It should be noted that Table VI gives only a partial measure of the severity 
of the previous loss history factor inasmuch as it relates to the experience of 
those mothers whose most recent pregnancy terminated in a live birth. A 
previous study of stillbirths occurring in 1953 showed that, excluding first 
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pregnancies, over 31 per cent of all stillbirths occurred to mothers who had 
a history of previous pregnancy loss. Likewise, Table VI does not reflect the 
infant mortality experience of mothers who have had a previous live-born 
infant which did not survive. 

The foregoing statistics have been given as examples of data which can be 
derived from a program of matching infant birth and death records. Much of 
the detail has been omitted as well as any attempt at interpretation. Some of 
the necessary interpretation can be made quite readily while some will 
require careful study in the light of all available facts. Nevertheless. I am 
sure you will agree that if we are to make further progress in reducing peri- 
natal mortality we must pinpoint as many as possible of the causative or pre- 


disposing factors through data of this type. 


CANADA’S NATIONAL HEALTH WEEK, FEBRUARY 3-9, 1957 


If the public health is to advance rapidly there can be nothing more im- 
portant than education of the public to the end that all public health measures 
may have public support. For this reason, National Health Week is of great 
value to health officers throughout Canada. National Health Week for 1957 
will be celebrated during the week which commences February 38. 

Because this week is a national event it has become possible for the Health 
League of Canada, which is its sponsor, to enlist the co-operation of national 
publicity media on a large scale. During the week in question, as in past 
years, radio, television and the press will carry information on health progress 
in Canada and the measures which should be undertaken if the problems of 
public health are to be attacked with the vigorous public support which they 
deserve. 

The event, in the past, has achieved the generous co-operation of both 
Dominion and Provincial Departments of Health, and of many municipal 
health departments. It is sponsored by various national associations including 
the Federation of Mayors and Municipalities. 

NaTIONAL HEALTH WEEK provides an opportunity for citizens to assess the 
progress of health in Canada, to discuss our success as well as what yet remains 
to be done. Local health departments may well take advantage of the general 
atmosphere of enthusiasm for the promotion of health created for the occasion 
by providing special information to the local public by means of press, radio 
or public address as to the urgent health needs of each community. 
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Some Aspects of the Nasal Carriage of Staphylococci 


1. B. R. DUNCAN, ANNE M. COLLINS and ELISABETH NEELIN, Department 
of Bacteriology, The Hospital for Sick Children, Toronto. 


Nasat cultures have been taken from fifty-one nurses at weekly intervals from the time they 
began training in the hospital. Forty-one have been followed for twelve months and ten 
for six months. A group of twelve laboratory workers has also been followed for twelve 
months. The antibiotic sensitivity patterns and the bacteriophage types of the staphylococci 
isolated have been determined. 

In both groups, a significant number were found to be persistent non-carriers of 
Staphylococcus pyogenes. The carriers were found to be of three types; constant carriers, 
intermittent carriers with lengthy periods of carriage separated by intervals of freedom 
from nasal staphylococci, and occasional carriers who harboured very small numbers of 
staphylococci on rare occasions. 

Certain changes in the pattern of carriage have been seen among the nurses following 
increasing exposure to the hospital ward environment. Several nurses acquired antibiotic 
resistant staphylococci which replaced the sensitive strains previously carried, and a few 
acquired strains of phage type 81 which was found to be a common cause of infection in 
the hospital. 

It is considered that a prolonged survey of a group will provide more information 
about significant carriage of staphylococci in a hospital than the commonly employed 
survey of a larger population by single or infrequent cultures. 


Source of Staphylococcus Contamination in Hospital Nurseries 


A. FRAPPIER et L. DAVIGNON-FRAPPIER, Institut de Microbiologie et d' Hygiéne 
de [Université de Montréal. 


AN investigation was carried out in the nurseries of two different hospitals with the view of 
comparing the effect of a strictly controlled aseptic technique to that of a loose one on the 
frequency of new-born staphylococcus infections. 

In the nursery of hospital A, the incidence of carriers among the staff is regularly 
recorded, the sterilization of beddings and other material is well controlled and the new- 
born are nursed with most aseptic care. In the nursery of hospital B, cleanliness is obvious 
but no other control of the contamination is applied. 

Although the number of staphylococcus carriers in the staff was the same in both 
nurseries, there was no contamination of the beddings and other material in hospital A 
nursery, as compared to a heavy contamination of the same found in hospital B nursery. As 
many mothers were found carriers in hospital A as in hospital B; however, the babies of the 
former left the hospital free from infection whereas the babies of the latter left the hospital 
with a 57 per cent contamination. 

It seems that a strictly controlled aseptic technique is effective in preventing con- 
tamination with staphylococcus in a nursery, even when the number of staphylococcus 
carriers among the staff is high. 


The Neutralization of Staphylococcal Alpha-Haemolysin by Noxiversin 


CHARLES E. TANNER, JR., Department of Bacteriology and Immunology, McGill 
University, Montreal. 


Murray et al. (1956)° have described a potent toxin-neutralizing substance, designated 
“Noxiversin”, derived from culture filtrates of a strain of Penicillium cyaneo-fuloum isolated 


° Murray, E. G. D., Denton, G. D., Stevenson, J. W., and Diena, B. B.: 1956, in press. 
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in this laboratory. Our experiments demonstrate that Noxiversin preparations have different 
neutralizing potencies for staphylococcal alpha-haemolysin. Alpha-haemolysin preparations 
from the “Wood 46” strain exhibit variable sensitivities to the neutralizing action of the 
mould filtrate. This variation is ascribed primarily to differences within the Noxiversin 
preparations. Whereas the neutralization of the alpha-haemolysin by antitoxin follows a 
linear course, the neutralization of the toxin by Noxiversin is not linear. Staphylococcus 
anti-alpha-haemolysin was produced in rabbits following injections of Noxiversin- 
neutralized staphylotoxin but to a lower titer than that produced in response to the 
homologous formol-toxoid. Rabbits that had been given the Noxiversin-neutralized toxin 
showed a lower resistance to dermonecrotic challenge than those injected with formol- 
toxoid. It is tentatively proposed that Noxiversin may function as a toxoiding agent for 
staphylococcal alpha-haemolysin. 


2PM ORI ITs 


Proprietes Electrophoretiques et Immunologiques des Proteines du 
Plasma Bovin Despecifie par la Formaldehyde et la Chaleur 


A. G. BORDUAS et A. FRAPPIER, Institut de Microbiologie et dHygiéne de | 
l'Université de Montréal. 


En 1944, Massons en Espagne et Edwards en Grande-Bretagne proposaient le plasma 
bovin despécifié par la formaldéhyde et la chaleur comme substitut du plasma humain. 

Nous avons étudié les propriétés électrophorétiques et immunologiques du plasma 
bovin traité par la formaldéhyde a la concentration de 2.5 pour cent puis chauffé 4 100° C. 
et 120° C. 

Le chauffage du plasma formolé modifie profondément les électrophorétiques du plasma 
bovin. 
Les différents constituants du plasma normal sont alors remplacés par deux fractions 
seulement ayant des mobilités voisines mais légérement supérieures 4 la mobilité de la 

sérum albumine normale. 

Le chauffage 4 120° C. favorise, dans tous les cas, la formation de la fraction lente. 

De méme [activité antigénique des plasmas despécifiés est nettement différente de 
celle du plasma normal. On constate qu’au grand nombre d’antigénes différents contenus 
dans le plasma normal, fait place un antigéne a peu prés homogéne. Le chauffage 4 120° C. 
abaisse considérablement le pouvoir antigénique du plasma et semble donner, parallélement =| 
a l’'analyse électrophorétique, un produit plus homogéne, il se comporte comme s’il ne 
contenait plus qu’un seul antigéne faiblement actif. 


Experimental Clostridium welchii Food Poisoning 


S. D. ELEK, Department of Bacteriology, Harvard Medical School and London 
University. 











Favus of Mice in Kamouraska County 


F. BLANK, Department of Bacteriology and Immunology, McGill University, 
Montreal. 






Favus of mice, as caused by distinctive dermatophyte, was found in different villages of 
Kamouraska County. Isolated cases and family epidemics involving smooth skin and scalp 


were observed. Cats and dogs contract the infection from mice and transmit the disease to 
man. 


Pleuropneumonia-Like Organisms and Polyarthritis 
C. A. BUTAS, Department of Bacteriology, McGill University, Montreal. 


Two strains, isolated from two cases of recidivant polyarthritis are discussed:— 
The organisms are antigenetically correlated and according to their morphology and 
growth requirements, they are considered to belong to the P P L O group. 
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Studies on the Antigens of Adenoviruses 


ANNE GILLEN, EUGENE TIMM and AMELIA PUCHEU, Research Department, 
Parke, Davis and Company, Detroit, Michigan, U.S.A. 


Tue Adenovirus antigens responsible for cytopathogenic effect and complement fixation 
can be separated by sedimentation of the infective particle. Angle centrifugation at 30,000 
rpm for three hours reduced the infective titer by 97 per cent leaving all of the complement- 
fixing antigen in the supernate. After sixteen hours at the same speed, one-half of the 
“soluble” antigen was sedimented. 

Titration of eighty-five samples indicated that a complement-fixing titer of 1:4 was 
associated with an infective titer of 103-3 or more, but no direct correlation between the 
production of the antigens was observed. 

A study was made of the sera of 100 non-vaccinated individuals with no history of 
recent acute upper respiratory infection. There was no correlation between the serum 
neutralizing titers to types 3, 4 and 7 and the complement-fixing titer. Sixteen sera with 
neutralizing titers of greater than 32 to one or more of these strains had no 
complement-fixing antibody. High incidence of Adenovirus infection in the population was 
confirmed by demonstration of complement-fixing antibodies in 78 per cent of the population. 

Some properties of the “soluble” complement-fixing antigen have been investigated. 
The antigen is relatively heat labile, being completely destroyed in one hour at 70° C. and 
in five minutes at 100° C.; it withstands 60° C, for one hour. It is insoluble in and unaffected 
by ether. It is not precipitated by carbon dioxide nor by reduction of pH to 1.5 with 
hydrochloric acid. It is destroyed (at pH 1.0) in one-half hour at room temperature. 

Preliminary observations on hemagglutinin arising during culture of Adenovirus in 
monkey kidney cells and adaption to the chick embryo will be presented. 


Genetically Controlled Variations in the Serum Proteins of Humans 


OLIVER SMITHIES and NORMA FORD WALKER, Connaught Medical Research 
Laboratories, University of Toronto, and Research Institute, The Hospital for Sick 
Children, Toronto. 


RECENTLY, a new method of zone electrophoresis in starch gels has been described by one 
of us. With this method it is possible to show variations in the serum proteins of normal 
humans which enable them to be grouped into three groups. The proteins characterizing 
these three serum protein groups are haptoglobins—serum proteins which will bind 
haemoglobin when this is added to the serum. A series of over fifty families have been 
studied and the results indicate that the haptoglobin group of an individual is controlled 
by a pair of autosomal genes with incomplete dominance. These genetically controlled 


serum protein groups do not appear to be related to any of the known red cell blood 
groups. 


Role Initial des Antigenes D’Amorce de Pseudomonas Aeruginosa et de 
Klebsiella Pneumoniae dans une Infection Experimentale 


A. FRAPPIER et C. K. GUPTA, Institut de Microbiologie et @Hygiéne de ['Uni- 
versité de Montréal. 


Les filtrats et les eaux de lavage des cultures jeunes de Klebsiella pneumoniae et Pseudo- 
monas aeruginosa sont dépourvus de toxicité pour la souris. Ces substances peuvent pourtant 
manifester une action pro-infectieuse. 

Dans le cas de Pseudomonas aeruginosa les filtrats ou les eaux de lavage ajoutés 4 des 
doses inoffensives de la méme espéce déclenchent une infection mortelle chez la souris. 

Les infections 4 Klebsiella pneumoniae étant pratiquement toujours mortelles chez la 
souris, l'effet des eaux de lavage et des filtrats homologues se manifeste surtout par une 
survie beaucoup plus faible. 

Les antigénes d’amorce, pro-infectieux et non toxiques de ces deux espéces bactériennes 
se trouvent dans les filtrats et les eaux de lavage de culture jeunes et sont capables de 


conférer une protection a la souris, par immunité active, contre une infection expérimentale 
homologue. 
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The Influence of Chloramphenicol on the Antigenic Character of S. 
Typhosa 


JURATE E. CIPLIJAUSKAITE and E. G. D. MURRAY, Department of Bacterio- 
logy and Immuniology, McGill University, Montreal. 


A sEROLOGIC agglutination study made on strains of S. typhi in which chloramphenicol 
resistance had been induced in vitro indicated that a partial alteration had occurred in 
their antigenic structure when compared to normal strains; resistant strains induced the 
formation of antibodies peculiar to themselves in rabbits. 

The partly altered antigenic structure of the resistant strains did not revert to that of 
the normal strains after 100 subcultures on chloramphenicol-free media. 

Resistant O agglutinin was observed to differ from normal O agglutinin by being 
thermostable at 70° C. 

Retarded biochemical activities and growth rates were observed in resistant strains 
and resistant strains sub-cultured in chloramphenicol-free media. 

Evidence is presented indicating a possible similarity between resistant S. typhi 
strains and those isolated from chloramphenicol-treated typhoid patients. 


E. coli Typing and Anti-Serum Preparation in a Reference Centre 


M. FINLAYSON and M. FERGUSON, Division of Laboratories, Ontario Depart- 
ment of Health, Ontario. 


EXPERIENCES in the serological typing of pathogenic strains of E. coli, and the preparation 
of anti-sera by the enteric section of the Central Laboratory of the Ontario Department of 
Health are described. During the last three years all stools received from children up to the 
age of three years have been cultured for potentially pathogenic strains of E. coli. An 
a has been made to type strains according to Kauffman’s schema. Haemolytic E. coli 
not of recognized pathogenic groups obtained from various other sources also have been 


studied. 


Serological Survey for Evidence of Leptospirosis in Cattle in Ontario and 
Quebec Herds 


PAUL BOULANGER and CHRISTINE E. RICE, Division of Animal Pathology, 


Canada Department of Agriculture, Animal Diseases Research Institute, Hull, 
Quebec. 


To obtain information in regard to the presence and distribution of Leptospira pomona 
infection in cattle in the provinces of Ontario and Quebec, sera from 2,695 animals in 113 
such herds were examined by agglutination-lysis. and complement-fixation methods for the 
presence of antibodies for this organism. The sera studied had been submitted for routine 
brucellosis testing. Of the 2,695 sera, 89.3 per cent were completely negative, while 3.3 per 
cent reacted in both tests. A further 4.8 per cent reacted in agglutination-lysis tests only, 
whereas 2.6 per cent showed activity in complement-fixation tests only. Only 36 (21 herds) 
of the 218 sera (68 herds) that exhibited reactivity in the agglutination lysis tests had titers 
of 1:1,000 or higher, which are suggestive of recent infection. No significant reaction with 
L. canicola antigen was observed. 

The results of this survey appear to indicate that considerable L. pomona infection 
has been or is present in Ontario and Quebec cattle. Its importance in relation to abortion 
and sterility in problem herds in these areas remains to be determined. 


Some Health Implications of Antibiotics in Milk 


H. E. ROBERTSON, C. PRATT and H. O. DILLENBERG, Division of Laboratories, 
Department of Public Health, Saskatchewan. 


A SIGNIFICANT amount of antibiotic is demonstrable in a large percentage of commercial 
milks in Saskatchewan. Many producers obviously ship milk from antibiotic-treated 
mastitic cows without waiting for udder clearance of the antibiotic. Of 758 raw milk 
pools sampled from as many commercial herds, 20.3 per cent contained unmistakable 
amounts of an inhibitor to an antibiotic-sensitive starter culture. Such inhibition could 
be totally removed by pre-incubation with penicillinase in 22 of these milks. By measure 
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of inhibition, the concentration of penicillin was recognized to vary between 0.2 and 0.02 
units per milliliter. 

The hazard of antibiotic-resistant strains of staphylococci can only be aggravated by 
this casualness. The same milks were cultured and yielded 111 isolations of staphylococcus 
aureus (14.6 per cent), and four hemolytic streptococci (0.6 per cent). Phage typing of the 
staphylococci revealed phage type 81 (single or intermarried with others) in 34 per cent of 
the isolates. The resistance of the isolates to antibiotics was observed to be intermediate 
between isolates from “healthy” people and those from “hospital populations”. 

Contributions are discussed of such antibiotic residues to the development of resistant 
strains and to sensitization of milk consumers. The author leaves a recommendation for 
tighter restrictions on at least a few antibiotics in veterinary and medical practice, and the 
need for a field test for rapid detection of antibiotics in raw milk. 


Five Years’ Experience with a T.P.I. Unit in a Routine Public Health 
Laboratory Service 


H. B. SMITH, W. G. BROWN, L. E. EIKERTON, G. K. MARTIN and W. G. 
NILLER, Division of Laboratories, Ontario Department of Health, Ontario. 


Tue T.P.I. Unit of the Central Laboratory of the Ontario Department of Health was 
established in July, 1951. Approximately 15,000 carefully selected sera, which presented 
problem diagnoses in biological false positive standard serological tests for syphilis, have 
been tested ar immobilizing antibodies against the live treponema pallidum by the method 
of Nelson and Myer. As provided in a free routine Public Health Laboratory Service, the 
test has been well received and of considerable value to clinicians. Some tabulated records 
of grouped reactions are discussed. 


The Influence of Bacterial Mutation Upon Type E Botulinus Toxin 
Production 


C. E. DOLMAN, Department of Bacteriology and Immunology, Western Division, 
Connaught Medical Research Laboratories, University of British Columbia, Van- 
couver. 


Tue toxigenic and other properties of over thirty strains of Cl. botulinum type E, isolated in 
various countries, have been studied intensively. Toxin production is, of course, influenced 
by the composition of the nutrient medium, and by the duration and temperature of 
incubation, but mainly depends upon the mutational phase of the culture. 

Most type E strains display mutational tendencies to various degrees. Three a 
are distinguishable, having characteristic morphological, biochemical, serological and 
toxigenic properties. 

1. The toxigenic (“TOX”) phase produces small, faintly haemolytic colonies on blood 
agar, and colonies of irregular shape and size, showing peculiar optical properties by trans- 
mitted light, on brain heart agar. In nutrient broth containing ground meat, this phase is 
non-proteolytic. Glucose, fructose, maltose, sucrose and sorbitol are broken down, with 
marked gas production. Type E strains in this phase generally yield toxin of potency 
ranging up to around 3,000 mouse MLD per ml. Non-toxigenic “TOX”-phase cultures 
are seldom encountered; while type E toxin was never produced in a culture unless this 
phase were present. 

2. All type E strains are liable to develop a sporulating, non-proteolytic, and non- 
toxigenic phase (“OS”) characterized by opaque colonies. This mutant develops little or 
no gas in carbohydrate-containing media, but produces acid in the presence of glucose, 
fructose, maltose, sucrose and glycerol. Toxigenic types A and B strains also may yield 
non-toxigenic “OS” mutants of apparently identical properties. 

3. Some type E strains exhibit a non-toxigenic, proteolytic phase (“TP”) characterized 
by translucent, strongly haemolytic colonies on bl agar, whose carbohydrate-fermenting 
reactions are similar to those of toxigenic strains of Cl. botulinum types A and B (notably 
in —_ of their inability to utilize sucrose). 

If type E “TOX” and “TP” mutants are grown together, yields of toxin may be 
markedly increased, titers up to 1,000,000 or more mouse MLD per ml. being procurable. 
Similar effects may follow incubation at 37° C. of mixtures of “TOX” and “TP” culture 
filtrates. The implications of these mutational features, and in particular of the pheno- 
menon of toxin enhancement or activation by apparent enzyme action, are briefly dis- 
cussed from bacteriological, immunological, and epidemiological standpoints. 
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Delta-lysin of Staphylococcus aureus 


A. W. JACKSON and R. M. LITTLE, Laboratory of Hygiene, Department of 
National Health and Welfare, Ottawa. 


ForMatTion of delta-lysin by Micrococcus pyogenes var. aureus can be enhanced by a 
factor in heart extract, by peptides and by carbon dioxide. Delta-lysin is produced during 
the phase of rapid growth of the organism. The manner in which erythrocyte and lysin 
concentration, pH and interfering factors affect hemolysin will be described. Recovery of 
delta-lysin, separation from alpha-toxin and partial purification has been achieved. A method 
for the determination of delta-lysin will be presented. 


Medical Observations of Thirty-Five Cases of Anaerobic Infections 


ANDRE POTVIN and J. EDOUARD MORIN, Department of Microbiology, Laval 
University, Quebec. 


TuirTY-FIVE infections have been studied and analysed. Nineteen cases yielded pure strict 
anaerobes, the other sixteen were caused by anaerobes combined with aerobes. 

The isolation and identification of the microbes have been made according to the 
techniques of “L’Ecole de Pasteur”. Usual Anglo-Saxon methods of cultivation have also 
been tried. 

The morphology and the pathogenic power of the principal genera encountered are 
exposed (Streptococcus, Ramibacterium, Sperophorus). The significance of pathogenic 
anaerobes with aerobes is briefly discussed. 

The poor vitality of certain strains and the presence of contaminants account for this 
failure. 


The Antibody Response to Poliomyelitis Vaccine in a Group of School 
Children at the Time of Initial Vaccination and One Year Later 


C. W. J. ARMSTRONG, G. W. O. MOSS, F. C. POTTER, Connaught Medical Re- 
search Laboratories, University of Toronto. 


SERUM antibody levels in a series of about 150 East York-Leaside school children, initially 
vaccinated in the spring of 1955, have been estimated again approximately one year later, 
just prior to and following a booster injection. The method of estimation was the metabolic 
inhibition test using monkey kidney cells, previously described. Observed features of this 
study were: a high rate and degree of response for each serological type to initial vac- 
cination, good maintenance of antibody levels during the ten-month pre-booster period, 
and further response to the booster injection. In this study, for a given serological type the 
proportion of subjects responding to initial vaccination appeared to be relatively in- 
dependent of pre-vaccination antibody level. 

Finally, more exacting safety requirements for the polio vaccine produced for use 
in 1956 have raised doubts in some quarters as to whether it would be as potent anti- 
genically as that used in 1955. Present evidence obtained from a second series of subjects 
receiving their initial vaccination in the spring of 1956 with current vaccine indicates, 
however, that their serum antibody response is comparable to that elicited in the children 
from the same locale initially vaccinated in 1955, the study of whose antibody levels forms 
the main body of this report. : 


A Survey of Poliomyelitis Antibodies 


J. C. WILT, Department of Bacteriology and Immunology, Faculty of Medicine, 
University of Manitoba, Winnipeg. 


Tuis report is a quantitative study of the antibodies to the three different types of polio- 
myelitis virus in persons of different age groups. The first group consists of infants of six 
months to two years of age who had not been exposed to an por Sten of poliomyelitis. The 
second group includes children of two to six years of age who had experienced one or two 
epidemics of poliomyelitis. The third group consists of children of six to eight years of age 
whose sera were examined prior to vaccination with the Salk poliomyelitis vaccine in the 
field trial of 1954. The fourth group consists of adults. A high incidence of antibodies 


was found in all the groups and is probably related to the two major epidemics of 1952 
and 1953. 
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Some Laboratory Data on Viruses Isolated in Ontario During the Polio- 
myelitis Season of 1956 


M. PANTIDOU, A. LAANSOO, A. MANCHUR and N. A. LABZOFFSKY, Division 
of Laboratories, Ontario Department of Health, Ontario. 


THe operation of the virus diagnostic unit of the Central Laboratory of the Ontario 
Department of Health during the poliomyelitis season of 1956 is described. The distribution 
of viral agents identified as poliomyelitis, Coxsackie and ECHO types is tabulated. Methods 
employed in this laboratory for the isolation and typing of viruses are discussed. 


A Comparison of Roller Tube and Plaque Counting Methods for Polio- 
virus Assay 


F. T. SHIMADA, D. R. E. MacLEOD, and D. B. W. REID, Connaught Medical 
Research Laboratories, University of Toronto. 


Tue roller tube and plaque counting assay methods for the three types of poliovirus are 
described. 

Comparisons are made of the sensitivity, reproducibility, and practical uses of the two 
methods. 


Histoplasmosis in Ontario, Serological Evidence 


JOHN B. FISCHER, N. A. LABZOFFSKY, L. MORRISSEY and D. R. WELCH, 
Division of Laboratories, Ontario Department of Health, Ontario. 


SEROLOGICAL evidence is described which suggests that primary histopiasmosis is not 
uncommon in southern Ontario and that it should be considered in the differential diagnosis 
of pulmonary infections. In 1954 an antigen suitable for complement-fixation test was pre- 
pared at the Central Laboratory of the Ontario Department of Health from the yeast phase 
of an Ontario isolation of Histoplasma capsulatum. During the last two years a significant 
percentage of sera from patients suffering from pulmonary infections of undetermined 
aetiology have shown complement-fixation in the presence of this antigen. Parallel reactions 
of these sera with a similar antigen prepared from Blastomyces Dermatitides are discussed. 


Studies on the Incidence and Distribution of Antibiotic-Resistant 
Staphylococci 


JOHN ORR and NORMAN A. HINTON, Queens University, Kingston. 


1, Tue antibiotic resistance and distribution of coagulase positive staphylococci isolated 
from five different sources has been studied. 

2. The staphylococcal nasal flora of the hospital staff is shown to be much heavier 
than that of persons having no hospital contact although the absolute carrier rate is not 
significantly different. 

3. The strains isolated from different sources fall into the following order of increasing 
number of resistant isolates: University students 8.6 per cent, Hospital out-patients 29.9 per 
cent, ry os dust 53.9 per cent, Hospital in-patients 75.4 per cent, Hospital staff 80.6 per 
cent. A close interrelationship exists among the strains isolated from the last three groups. 

4. During the period January, 1954, to April, 1956, the number of strains isolated 
resistant to Penicillin and Tetracycline decreased and the number resistant to Chloram- 
phenicol and Erythromycin increased. This change is shown to be directly related to the 
amount of the various antibiotics administered in the Kingston General Hospital during 
this period. 4 

5. The limitation of the use of Erythromycin is shown to be an effective method of 
controlling the rate of emergence of strains resistant to this drug. 

6. The mechanism of the emergence of resistant strains and their distribution is 
discussed. 
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KNOW YOUR ASSOCIATION-—ITS HISTORY, 1910-1956 


URING the past years the Canadian Public Health Association has made 

important advances in its organization and in provincial relationships. 
The Canadian Journal of Public Health, which is owned and published by the 
Association, has been increased in size, making possible the publication during 
the year of more than twenty additional papers and the inclusion of certain 
new sections. The circulation has been considerably increased and the 
financial position of the Association too has been strengthened and it is now 
possible for the Association to consider additional fields of effort. The strength 
of the Association and its place in Canada in the field of public health depends 
upon the interest and participation of its members. Such participation depends 
on knowledge which each member has of the Association concerning its 
organization, purposes and work. It is felt, therefore, that it is timely to 
present a series of editorials outlining the history, organization, administration 
and the work of the Association and its Journal under the title “Know Your 
Association”. These editorials will contribute to the special effort which is 
being made this year by the national executive committee and the provincial 
public health associations to enroll all public health workers in Canada in 
their respective provincial associations and, in turn, in the national body. 

In this issue of the Journal, under the Section of “Association News”, will 
be found a brief history of the Canadian Public Health Association. The 
attention of every member is drawn to this outline and it is hoped that it will 
serve as a permanent record of the remarkable story of the Association ex- 
tending over a period of forty-six years from 1910. The forerunner of the 
Association was the Dominion Sanitary Institute, established in 1893 through 
the efforts of one of the pioneers in Canadian public health whose name is 
hardly known, Dr. Edward Playter. His contribution to Canadian public 
health merits recognition. He commenced the publication of the Canadian 
Sanitary Journal in 1874 and continued its publication under various titles 
until 1893. The attempt to establish a national voluntary health Association 
in public health in Canada was, however, unsuccessful and there is no 


record of any further meetings of the Dominion Sanitary Institute or of the 
Journal after 1893. 
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It was not until 1910 that the Canadian Public Health Association was 
organized under an Ontario Charter. At the first meeting held in December, 
1911 under the presidency of Dr. T. A. Starkey, the decision was made to 
apply for a Dominion Charter. A few months later, the Charter was granted 
and the first national meeting of the Association was held in Montreal in 
December, 1912, under the presidency of Dr. Charles A. Hodgetts. This 
meeting was an outstanding occasion and was honoured by the Governor- 
General of Canada, The Duke of Connaught, and Lord Strathcona, Honorary 
Vice-Patron, who expressed his personal interest by a generous gift to the 
Association. 

The unique feature of the Association has been its ability to conduct its 
work without salaried officers.-For a period of less than three years, the 
Association had the privilege of having a salaried senior executive officer. 
The Association has received international recognition and enjoyed the 
confidence of both official and voluntary agencies. The Canadian Journal of 
Public Health, now in its forty-eighth volume has been published without 
interruption throughout the years, in spite of two world wars and a prolonged 
period of economic depression. The Journal has presented public health work 
in Canada, not only to its members, but to many countries through its wide 
distribution to government and university libraries. The Association has been 
the parent of several national organizations in the special fields of public 
health, including venereal disease control, mental health, child hygiene, 
laboratory work and vital statistics. 

The organization of provincial public health associations, either as branches 
or affiliated with the national Association, is a most important development in 
the history of the Association. These associations provide annual public 
health meetings, meeting the needs of members in all provinces. The national 
meeting, which has been convened yearly, brings together representatives 
from all parts of the Dominion. Truly, the Canadian Public Health Association 
has exercised an important influence on public health legislation and or- 
ganization and on all matters relating to the welfare of those engaged in 
public health service. 


PLAN NOW 


EMBERS will be pleased to learn that the State and Provincial Health 

Authorities of North America, an association composed of the executive 
health officers of the States and Provinces, will hold its annual meeting this 
year in conjunction with the forty-fifth annual meeting of the Canadian Public 
Health Association and the seventh annual meeting of the Ontario Public 
Health Association. The Canadian Public Health Association extends a most 
cordial welcome to the members of this important international body which 
from its inception has linked together public health administrators in the 
United States and Canada, to the great advantage of both countries. 


















Special Articles 


Industrial Hygiene 
Record of Health Centre Visits During 1955 


oe companies in Ontario collected data on the health centre visits 

made by their employees during the calendar year 1955 using the system 
designed by the Divisions of Industrial Hygiene and Medical Statistics, Ontario 
Department of Health. The data from these twelve companies cover a com- 
bined population of 9,532 persons, and comprise a total of 83,066 health centre 
visits. A summary of their experience is presented in Table I. 


TABLE I 
SUMMARY OF VISITS AND CONDITIONS REPORTED TO HEALTH CENTRES OF 
TWELVE COMPANIES REPORTING FOR THE YEAR 1955 


Reporting Rates per Employee Per Year 


Reporting Companies 




































































Total Visits* Conditions Reported 
Males | Females} Both New | Repeat | Total 
& ieouranen - — 8g 6 8.2 , 8 3 } 4.3 2.6 6.9 ‘ 
2. Insurance ~—*«|-:«*100-.2-|:13.0 | 120 | 56 | 24 | 8.0 
3. ‘Clothing _ _ : 12.1 ee i 8. 1 | 3.2 1.8 5.0 
4, Iron and Steel —_ . 14 7 13 5 14 4 7.5 3.8 1 3 
5. IronandStel | 15.9 | 85 | 155 | 105 | 39 | 44 | 
© benead Steel ienditets 9.2 a‘ 12.0 10.1 6 5 2 1 8 6 
7. Electrical Apparatus 5.6 5 9 . 5.7 4 1 13 | a 5.4 
“8. Paper Products ‘| 17.0 | 23.0 | 19.4 | 10.7] 48 | 155 | 
9. Chemical Products. ~~S*S: 73'| 74) 73) 30 | 20) 59 | 
10. Poser Products - -_ 7.5 30 5 & 8.0 4.5 3.4 7.9 | 
11. Services ie 4.6 10.7 6.3 3 1 : 24 5.5 
12. Construction 10.1 | 18.2 | 13.4 | 8.9 | 4.3 | 13.2— 
AVERAGE | a7! ne} 8.7 | 47 | 26] 7.3 | 
- oo 7 4.6 ' 5.9 4 7 | 3.1 1.3 5.0 
RANGE | — —- | — — - — : 
17.0 30.5 19.4 10.7 4.8 15.5 






*Total visits include conditions of sickness and accident, plus interviews, physical examina- 
tions, and miscellaneous services. 
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Reporting rates are given for visits by sex, and for conditions reported, 
whether new or repeat, for each company and for all companies combined. 
Each reporting company is designated according to the Classification of 
Industry published by the Dominion Bureau of Statistics. 

Eleven of the twelve companies supplied further information on their health 
centre case load and part of this pooled experience is shown in the form of 
rates and percentages in Table II. 


TABLE II 
SUMMARY OF CONDITIONS REPORTED TO HEALTH CENTRES OF ELEVEN COMPANIES, YEAR 1955 




















Reporting Rate Per cent of Con- 
Conditions Reported per Employee per ditions Reported 
Year 

Total conditions reported (New and Repeat) 7.31 100.0 
New non-occupational 3.52 48.2 
New occupational 1.24 16.9 
Repeat non-occupational 2.00 27.3 
Repeat occupational 0.55 7.6 
All new conditions reported (Class- Division) 4.76 100.0 
Non-occupational sickness 3.12 65.4 
Occupational sickness 0.03 0.7 
Non-occupational accident 0.41 8.7 
Occupational accident 1.20 25.2 

All new conditions (Condensed Diagnosis 
Groups) 4.76 100.0 
Acute upper respiratory infections 0.87 18.2 
Other respiratory diseases 0.05 1.0 
Diseases of digestive system 0.47 9.8 
Menstrual disorders* 0.65 4.3 
Symptoms and ill-defined conditions 0.73 15.3 
Accidents and violence 1.61 33.9 
Other specified causes 0.82 17.5 





*Based on female populations. 


These figures are presented to indicate the type of data that become avail- 
able when a number of industries use a standardized recording procedure. 
None of the rates is corrected for differences between the companies in respect 
of such factors as age, sex, and type of work which are known to affect the 
reporting experience. Comparison of the rates for any two companies, or for 
any company with the rate for the group as a whole, should, therefore, not be 
made without due consideration of these and other possible variable factors. 


Division of Industrial Hygiene and Division of Medical Statistics 
Ontario Department of Health 


Inspection Services of Boards of Health’ 


ROBERT M. KING,? M.D., D.P.H. 


[NSPECTION services of boards of 

health might be described from 
several viewpoints. Two such view- 
points might be (a) statutory obliga- 
tions insofar as the law, as it exists, 
gives certain specific responsibilities to 
health boards, and (b) moral obliga- 
tions, if any, in the light of newer 
knowledge of preventive medicine 
and of political and social expecta- 
tions of the public. The Public Health 
Act for Ontario assigns particular re- 
sponsibilities, privileges and authority 
to local boards of health as distinct 
from the medical officer of health or 
other employees of the board. At the 
same time the legislation confuses 
some issues and leaves room for am- 
biguity in many situations. Legal 
minds might enjoy as recreation dis- 
cussing the pros and cons of certain 
situations in the dim light of existing 
legislation, but nevertheless certain 
clear provisions are made for the func- 
tions of the board as opposed to its 
employees. This is as it should be, of 
course, since the board is primarily a 
group of lay individuals arising from 
political ranks and forming an instru- 
ment of democracy with a specific job 
to do. 

The board of health is a quasi- 
political body, politically appointed 
for the most part, and capable of ap- 
plying common sense where experts 
may appear to be prejudiced. In view 
of a recent judgement of the courts in 
a case involving the city of Toronto 
and a slaughter-house operator, it 


would appear that the board of health 
has privileges and responsibilities in 
the field of municipal government be- 
yond the narrower limits that might 
be placed upon its expert employees. 
In the words of an American leader in 
public health, “it is a good thing 
when politics is interested in public 
health, because that means that a lot 
of people are interested in public 
health”. 

The board of health’s broad re- 
sponsibilities for inspection are under- 
scored in the Ontario Public Health 
Act where it states that “it shall be 
the duty of a local board to super- 
intend and ensure the carrying out of 
the provisions of this Act, and of the 
regulations or of any by-law of the 
municipality pertaining to public 
health, and to execute, do and provide 
all such acts, matters and things as 
are necessary for that purpose” (RSO 
1950, Chapter 306, section 25). The 
statutes also provide that the medical 
officer of health is specifically the 
“executive officer” of the local board 
of health, and it is therefore implied 
that he is obliged to act as the board 
so directs him. The first section of 
Schedule B says that “it shall be the 
duty of the medical officer of health 
to assist and advise the local board of 
health and its officers in matters re- 
lating to public health, etc.”, but 
nevertheless the basic responsibility 
lies with the board to direct the medi- 
cal officer of health insofar as he func- 
tions to execute the board’s instruc- 


1Presented at the sixth annual meeting of the Ontario Public Health Association, Roval 


York Hotel, Toronto. 


*Medical Officer of Health, York County Health Unit, Ontario. 
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tions, and apart from supplying his 
expert advice to the board, he does 
not have any specific privileges or dis- 
cretionary powers to influence the 
execution of the board’s instructions. 
Under section 26 of the Public Health 
Act, the board is obliged to forthwith 
cause investigation and abatement of 
all nuisances or unsanitary conditions 
giving rise to complaints. And then 
anticipating possible irresponsibilities 
on the part of the board of health, 
section 32 provides that, if in the 
opinion of the Minister of Health, the 
board’s action is inadequate, then the 
Department may take over the board’s 
function and charge the costs to the 
municipality. This provision may be 
sweepingly paraphrased to say that 
the Department of Health completely 
overrides local boards of health where 
in the opinion of the provincial 
government it is desirable to do so. 

It is of interest to note in times of 
rising costs of living, that limitations 
are placed on the board and the medi- 
cal officer of health in the enforce- 
ment of the Public Health Act where 
considerable expense is involved on 
the part of the defaulter who is being 
required to abate a nuisance, or where 
serious loss of business or the de- 
struction of property in excess of 
$2,000.00 is similarly involved. In 
such cases authority to proceed must 
come from a higher source such as the 
Provincial Department or the Supreme 
Court. 

The board of health and the medical 
officer of health share parallel re- 
sponsibilities and parallel authority to 
act in certain specific situations. While 
this may tend to confusion as to 
whether the board or the MOH is the 
responsible party, it is probably more 
important that such dual responsi- 
bilities tend to ensure prompt atten- 
tion to emergenry matters. The legis- 
lation providing for the suppression of 
communicable disease requires the 
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local board, as well as the medical 
officer of health, to use all possible 
care and to provide isolation for case 
or contact, and authorizes a member 
of the board to enter on premises, re- 
move persons, and detain conveyances 
in the pursuit of the suppression of 
communicable disease. Similarly, mem- 
bers of the board are given authority 
parallel with that of the MOH with 
regard to inspection of premises in 
the carrying out of provisions of the 
Public Health Act, and specifically so 
housing problems, involving aged 
and infirm persons, or children be- 
tween 3 and 16 years of age. The 
board members also have responsi- 
bilities parallel to those of the MOH 
in the abatement of a nuisance and 
disposition of articles so involved. It 
might be implied that the advice of 
the medical officer of health may be 
ignored if the board so desires in such 
proceedings (the board, however, 
might be required to accept responsi- 
bility for defending its actions at all 
times ). 

The municipal council and the 
board of health share parallel re- 
sponsibilities in giving consent to 
establish certain offensive trades, busi- 
nesses or manufactures. It is of interest 
to note that the term “establish” is 
used in this situation and consent for 
previously established offensive trades, 
businesses or manufactures is not im- 
plied. In other words, if the “offensive 
trade” is already established for a 
certain period of time without the 
knowledge or consent of the board or 
municipal council the question of lack 
of previous consent is no longer of 
significance. 

Obligation to take certain specific 
actions is placed by statute on the 
board of health, and the board has no 
legal escape from certain responsibili- 
ties. Admittedly, a broad field is 
covered where the board is required 
to superintend and ensure the carrying 
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out of the provisions of the Public 
Health Act, to forthwith cause investi- 
gation and abatement, if necessary, of 
alleged nuisances or complaints, and 
to use all possible care to prevent 
spread of communicable disease. But 
specifically, the board of health is re- 
quired to supervise municipal slaughter 
houses, to inspect cemeteries, and to 
see that the Cemeteries Act and regu- 
lations are observed, and “to enforce 
by prosecution” where the Cemeteries 
Act and regulations are not observed. 

Although permissive authority to act 
is provided, no clear-cut obligation to 
initiate action is placed on the board 
to control ice supplies, bottling of soft 
drinks, and the sale of meat, or to 
inspect meat. In these situations the 
Board “may” do certain things accord- 
ing to the legislation. The onus is 
placed on the public to obtain per- 
mission from the board of health to 
cut ice, to bottle soft drinks, and to 
operate dairies, cheese factories, 
creameries, and to sell milk. 

It has been suggested that we might 
attempt to outline a minimum accept- 
able program of routine inspectional 
services provided by a board of health 
and its employees in the fulfillment of 
its statutory and moral obligations to 
safeguard public health. Much as I 

may be tempted to do so, I do not 
believe that it is possible or advisable 
to outline a minimum acceptable pro- 
gram at least at the present time, be- 
cause of an almost complete lack of 
available and reliable information on 
the subject. We all recognize that in- 
dividual differences exist between 
municipalities in regard to their prob- 
lems in all fields of public health in 
spite of broad general similarities. 
More authoritative suggestions on this 
subject may be forthcoming shortly 
as a result of an extensive study re- 
cently performed by Phair, Brown and 
Nichols of the Provincial Department 
which we understand is a beginning 
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of a more extensive study of require- 
ments for, and standards of, local 
public health programs. 

In the light of the foregoing the 
following suggestions are made: 

Water supplies from a municipal or 
community system should be checked 
by bacteriological standards regularly. 
If the source provides a natural water 
not requiring disinfection, a monthly 
check is probably adequate. If the 
water is of a low sanitary quality re- 
quiring regular disinfection, then 
weekly checks are in order; and if 
doubt exists at any time, checks should 
be repeated as necessary. Private 
water supplies should be willingly 
checked on request at all times. 

Milk supplies should be regularly 
checked for their sanitary quality. 
While some uncertainty exists as to 
the influence of the new Milk In- 
dustries Act on the activities of public 
health departments, we are assured 
that the responsibilities of our depart- 
ments insofar as they exist have not 
changed with regard to milk sanita- 
tion. Representative samples _ of 
pasteurized milk might be checked 
weekly, and raw milk monthly. 

Schools are required to be inspected 
at least annually by the medical of- 
ficer of health (or his representative ). 
In the interest of getting the desired 

sanitary improvements within a reason- 

able period of time (and “sanitary” 

may be taken to include broad en- 
vironmental aspects bearing on pupils’ 
health, such as lighting, ventilation, 
heating, recreational facilities, and 
others), school inspections should be 
done more often, and at least twice 
in a school year. To ensure results the 
local school inspector, the principal 
and the teachers should be taken into 
our confidence, and their sympathies 
lined up with ours. 

Swimming waters naturally occur- 
ring for public use should be checked 
for sanitary quality at least twice in 
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a swimming season. If the swimming 
waters are treated as in tanks, they 
should be checked at least weekly. 
Eating establishments should be in- 
spected from the sanitation point of 
view at least twice a month as a 
routine, and considerably more often 
where undue hazards are encountered. 
Slaughter house sanitary conditions 
might be checked at least monthly. 
Butcher shops might well be in- 
spected at least twice a month. 
Tourist establishments should be in- 
spected in collaboration with inspec- 
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tors for the Department of Travel and 
Publicity, and might well be visited 
twice during the tourist season. 

“Septic tanks” are not, technically, 
subject to inspection in the construc- 
tion stage. However, since they may 
not be placed in use before being 
approved by the medical officer of 
health, inspections can be practically 
required in the construction stage in 
order to ensure approval. 

Plumbing inspection is specifically 
required in the course of plumbing 
construction. 


ASSOCIATION NEWS 


THE CANADIAN PUBLIC HEALTH ASSOCIATION, 


1910-1956 


R. D. DEFRIES,' M.D., D.P.H. 


HE first association of medical 
officers of health was established 

in 1886 in Ontario, following the 
fifteenth annual meeting of the 
American Public Health Association, 
which had been held in that year in 
Canada. The first attempt to establish 
a national public health association 
was made in 1883 when the Canadian 
Sanitary Association was established 
and a meeting was held in Kingston, 
Ontario. The attempt, however, to 
continue the association failed in the 
following year. Ten years later, the 
Dominion Sanitary Institute was or- 
ganized and held a meeting in Ottawa. 
Again, an attempt failed to continue 
the organization. In both of these 
associations, Dr. Edward Plavter, a 
practitioner in Toronto, took a leading 
part. He was one of Canada’s pioneers 
in public health, urging the organiza- 
tion of public health services and the 
importance of preventive medicine. 
1Director-Emeritus and Consultant, Con- 


naught Medical Research Laboratories, 
University of Toronto. 


He commenced in 1874 the publica- 
tion of Canada’s first health journal, 
“The Sanitary Journal”. He continued 
its publication, changing the name 
several times (1), until 1893, when 
its publication ceased, following the 
unsuccessful attempt to establish the 
Dominion Sanitary Institute. 

In 1910, during a conference of 
federal and provincial health officers 
called by the Dominion Commission 
on Conservation in Ottawa, a meeting 
was held on the invitation of Dr. 
George D. Porter, General Secretary 
of the Canadian Anti-Tuberculosis 
Association, to consider establishing a 
Canadian public health association. 
Dr. D. M. Anderson and Dr. L. M. 
Coulter, both of Toronto, had com- 
menced the publication of a journal 
bearing the name “Canadian Thera- 
peutist and Sanitary Engineer” and 
organized a company to publish the 
Journal under the name “York Pub- 
lishing Company”. Subsequently, 
Ontario letters patent were applied 
for and issued to the new 
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association on September 22, 1910. 
The five original incorporators were 


Dr. A. J. Harrington, Dr. C. J. O. 
Hastings, Mr. T. Aird Murray, C.E., 
Dr. Anderson and Dr. Coulter. The 
first public meeting of the Association 
was held in the Parliament Buildings, 
Ottawa, in November, 1910. At this 
time, Dr. T. A. Starkey, Professor of 
Hygiene at McGill University, was 
ele cte d President, Major Lorne Drum, 
M.D., Ottawa, General Secretary, and 
Dr. George D. Porter, Toronto, 
Treasurer. The “Canadian Thera- 
peutist and Sanitary Engineer”, now 
named “The Public Health Journal”, 
was made the official publication of 
the Association. The arrangements 
provided that the Journal was to be 
published by the York Publishing 
Company, and this was continued 
until 1928, when the Association pur- 
chased the Journal from a small group 
of members of the Association who 
had continued the York Publishing 
Company. The Company suffered 
continuous deficits and the Journal 
was continued only through the desire 
of these members to hold the Journal 
for the Association, since financial 
failure of the Company would have 
resulted in the forced sale of the 
Journal. 


1. Defries, R. D.: Twenty years of pioneer 
effort to establish a Canadian Public 
Health Association 1872-1892. 
C.J.P.H., 1939, 30: 357. 


Granting of a Dominion Charter in 
1912 


The Association’s first annual con- 
gress was held in Montreal at McGill 
University on December 13-15, 1911, 
under the presidency of Dr. Starkey. 
The meeting was honoured by H.R. H. 
The Duke of Connaught, Governor- 
General of Canada; Lord Strathcona, 
the Rt. Hon. R. . Borden, and the 
premiers of all the provinces. At this 
meeting it was deemed advisable to 
add a federal charter to the Ontario 
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incorporation. A Federal Bill was pre- 
sented at the first session of the 
Twelfth Parliament, 1911 and 1912, 
under the title “An act to incorporate 
the Canadian Public Health Associa- 
tion”. The bill provides broadly for 
the work of the Association, defining 
it as the development and diffusion of 
the knowledge of sanitation in all its 
branches and all other matters and 
things pertaining to or connected 
therewith. In April, 1912, a Dominion 
Charter was granted to the Associa- 
tion and in September of that year the 
second annual congress was held in 
Toronto at the University of Toronto. 
Dr. Charles A. Hodgetts, medical ad- 
viser to the Commission on Conserva- 
tion, was the first president under the 
Dominion Charter. The Charter mem- 
bers were: Dr. Maurice Macdonald 
Seymour, Dr. G. Macdonald, Dr. T. H. 
Whitelaw, Dr. A. J. Douglas, Dr. L. 
Laberge, Dr. W. J. McKay, Sir W. C. 
Van Horne, K.C.M.G., Dr. James 
Warburton, Dr. Henry D. Johnson, 
Dr. Chas. A. Hodgetts, Dr. T. A. 
Starkey, Major Lorne Drum, Dr. 
George D. Porter, Dr. E. P. La- 
chapelle, Dr. J. D. Pagé, Dr. J. G. 
Rutherford, Dr. A. J. Harrington, T. 
Aird Murray, Esq., C.E., Dr. W. T. 
Connell, Dr. J. W. S. McCullough, Dr. 
Grace Ritchie England, Dr. Chas. H. 
Higgins, W. D. Lightball, Esq., K.C., 
Miss Ethel Hurlbatt, M.A., Dr. Peter 
H. Bryce, Dr. E. Montizambert, Sir 
J. A. Grant, K.C.M.G., Col. G. Carle- 
ton Jones, M.D., Dr. Chas. J. Hastings, 
Dr. R. M. Simpson, Dr. Smith L. 
Walker, Dr. E. O. Steeves, P. B. 
Tustin, Esq., M.R.San.I., the Hon. 
G. W. Murray, Premier of Nova 
Scotia, Mrs. N. C. Smillie, Dr. A. E. 
Webster, Dr. C. V. Valin, Dr. Helen 
MacMurchy, Dr. George G. Melvin 
and Clifford Sifton, Esq. 


Annual Public Health Conference 


Every year since 1910, with the ex- 
ception of 1914, 1924 and 1945, when 
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circumstances made it impossible, the 
Association has held a national public 
health conference. The deliberations 
of these meetings have been reflected 
in health legislation, federal and pro- 
vincial, and important advances in 
public health have been made possible 
by the support given to governmental 
agencies through action taken at the 
annual meetings of the Association. 
A list of these meetings and the names 
of the presidents are presented in the 


appendix. 


The Canadian Journal of Public 

Health 

The Association’s Journal has been 
published continuously for  forty- 
seven years, having first appeared in 
January, 1910, seven months prior to 
the Ontario incorporation of the 
Canadian Public Health Association. 
Although the Journal was the official 
publication of the Association, it was 
privately owned and published by the 
York Publishing Company. Dr. 
Duncan Anderson was the first 
editor, serving from 1910 to 1917. 
Shortly after ie outbreak of the First 
World War, such difficulties were en- 
countered that it appeared unlikely 
that the publication of the Journal 
could be continued. The Association 
is deeply indebted to one of the 
pioneers in public health in Canada, 
Dr. George D. Porter, who was then 
serving as treasurer, for the substan- 
tial financial assistance which he gave 
to the York Publishing Company 
which was necessary to maintain the 
Journal. The situation became in- 
creasingly difficult and in 1917 a small 
group of members with Dr. Porter 
undertook to continue the York Pub- 
lishing Company in order to hold 
the Journal for the Association and 
assumed further financial obligations. 
Other members who assisted in con- 
tinuing the Journal included Drs. 
J. G. Fitzgerald, Alan Brown, George 
E. Smith, James Morton, C. M. Hincks, 
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O. C. J. Withrow, E. J. Trow, Gordon 
Bates and R. D. Detries. Dr. Bates 
generously offered to serve as editor 
and continued in this office until 1928. 
In 1920, the Executive Council of the 
Association assumed a measure of re- 
sponsibility for the Journal by acquir- 
ing a block of shares in the York 
Publishing Company. 

Many problems taced the Associa- 
tion in the years after World War I. 
At the meeting in Saint John, N.B., in 
June, 1922, Dr. J. T. Phair, Toronto, 
was appointed Honorary General 
Secretary, a position in which he 
served for twenty-three years. Dr. 
Phair’s service, both as General Sec- 
retary and President, has been one of 
the most important factors in the de- 
velopment of the Association. Owing 
to financial and other difficulties, the 
annual meeting in 1924 was not held. 
Plans were discussed at the Montreal 
meeting in 1925 to strengthen the 
Association. Much thought was given 
to the place of the Association in 
Canada. On one hand, it was felt that 
it should actively conduct programs 
of health education directed to the 
general public and on the other, that 
it should be primarily a professional 
society of all public health workers. 
In 1928, there was a definite feeling 
that the Association should be discon- 
tinued and that the American Public 
Health Association, which has always 
included Canada, Mexico and Cuba 
in its continent-wide service and 
membership and in which Canadians 
have always had part, would meet 
fully the need of our public health 
workers. It was further suggested 
that if this step was taken that the 
American Public Health Association 
might establish regional conferences, 
bringing together the members in the 
United States and Canada in regional 
groups. 

A decision on these vital matters 
was made at the seventeenth annual 
meeting in Winnipeg in 1928. It was 
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decided to continue the Canadian 
Public Health Association, to develop 
it into an effective professional society 
and to acquire by purchase the 
Journal. It was further agreed that 
the work of the Association should in- 
clude the conduct of studies, includ- 
ing field studies, by establishing 
committees. Subsequently, an option 
to purchase the Journal was obtained 
from the York Publishing Company 
and arrangements were completed 
whereby the Journal became the pro- 
perty of the Association. Beginning 
with the twentieth volume, January, 
1929, the name was changed to the 
Canadian Public Health Journal. Dr. 
R. D. Defries was appointed Chair- 
man of the Editorial Board and subse- 
quently Editor, a position which he 
has continued to hold. 


Provision for Sections of the 

Association 

In the constitution of the Associa- 
tion, provision was made for the or- 
ganization of sections devoted to 
special fields of public health. The 
first section to be organized was that 
formed by those interested in labora- 
tory work, in 1917. An annual Christ- 
mas meeting has been held each year 
since 1932, the meetings being at- 
tended by more than one hundred 
members. A section of child welfare 
was also organized in 1917, and sec- 
tions of venereal disease control and 
mental hygiene were added a year 
later. A section of industrial hygiene 
was established in 1925, public health 
nursing in 1926, and vital statistics in 
1929. A public health engineering 
section was provided in 1931, epi- 
demiology in 1935, and public health 
education in 1939. Additional sections 
were formed in 1947, namely public 
health administration and_ public 
health nutrition. 


Committees of the Association 
Following requests from the Cana- 
dian Institute of Sanitary Inspectors 
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in 1928 and a thorough study extend- 
ing over several years, the Association 
established a Committee on the Certi- 
fication of Sanitary Inspectors and in 
1935 established qualifications for the 
office of Sanitary Inspector and plans 
to assist in their training. With the co- 
operation of the provincial depart- 
ments of health, a course of study was 
outlined. In December of that year, 
the first examinations for the Certifi- 
cate in Sanitary Inspection (Canada) 
were held in the various provincial 
centers. In 1937 a manual of instruc- 
tion was prepared under the com- 
mittee’s supervision, and in 1942 a 
correspondence course in sanitary 
inspection was inaugurated. In the 
past twenty-one years, 1,023 candi- 
dates have received the Certificate in 
Sanitary Inspection (C.S.I.(C)). This 
work is unique among voluntary 
health agencies. 

The section of Vital Statistics took 
an important part in the revision of 
the Canadian death certificate, and in 
the education of physicians and 
medical students in the fundamentals 
of vital statistics, stillbirth registration 
and in the classification of the causes 
of morbidity. In 1936, the holding of a 
two-day conference was initiated and 
this was continued for several years 
with great benefit. 

In 1947 a Committee on Salaries 
and Qualifications of Public Health 
Personnel, established at the request 
of the Dominion Council of Health, 
carried out a survey of salaries and 
qualification requirements of public 
health personnel in Canada and re- 
commended basic salary schedules, 
with attendant qualifications, for 
technical and_ professional public 
health positions. A second survey was 
made in 1951 and the third survey is 
now being made. Subcommittees of 
the Committee on Professional Educa- 
tion are studying the educational 
qualification requirements of each of 
the professional groups engaged in 
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public health, and have outlined pro- 
posed requirements for medical 
officers of health, public health en- 
gineers, and laboratory workers. 

In 1946 it was suggested that the 
Association should undertake a com- 
prehensive study of the work of 
public health personnel, particularly 
medical officers of health and public 
health nurses. A committee on public 
health practices was appointed and 
plans were carefully made for a 
national survey. Financial support 
was provided in 1947 by the W. K. 
Kellogg Foundation. Dr. J. H. Baillie. 
D.P.H., and Miss Lyle Creelman, 
B.A.Sc., M.A., were appointed survey 
officers. The “objective of the study 
was to prepare and implement plans 
for retaining and using more effectively 
the presently available trained public 
health personnel. In 1948-49 the 
survey team visited every province, 
making a study of at least one urban 
and one rural health unit in each 
province. The findings were presented 
in a comprehensive report published 
in 1950. 

In 1946, representations were made 
by the Canadian Public Health As- 
sociation to the Royal College of 
Physicians and Surgeons of Canada 
requesting that consideration be given 
to the inclusion of public health in the 
certification of specialties and_ this 
request was approved by the Royal 
College in 1949. 


Provincial Public Health Associations 

For a number of years, much 
thought was given by the C.P.H.A. to 
the relating to the Association of the 
several provincial groups of medical 
officers of health, either by affiliation 
or as provincial branches. It was 
realized that the strength of the 
national public health association de- 
pends on active provincial associa- 
tions, whose membership include not 
only medical officers of health, but 
all who are engaged in public health 
work. By 1948, three provincial as- 
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sociations, including Ontario, Quebec, 
and Saskatchewan, were functioning 
and by 1955 all provinces were served 
by provincial or inter-provincial as- 
sociations, intimately related to the 
national association. 

The Association is unique in 
carrying forward its program through 
voluntary services of members filling 
the senior executive positions and con- 
ducting studies through Committees. 
For three years, 1946-1949, the As- 
sociation had the services of Dr. J. H. 
Baillie as Executive Director and 
during this period the important study 
of Public Health Practice in Canada 
was undertaken by him. 

In the conduct of the Association’s 
central office, the work of Mr. Robert 
Randall as Executive Assistant and 
Assistant Editor from 1932 to 1954 
constituted a most important con- 
tribution to the functioning of the 
Association. 


APPENDIX 


CANADIAN PuBLic HEALTH ASSOCIATION 
ANNUAL MEETINGS AND PRESIDENTS 


1911 Montreal, December 13-15. President: 
T. A. Starkey, M.D., D.P.H., Professor 
of Hygiene, McGill University. 

1912 Toronto, September 16-18. President: 
Charles A. Hodgetts, M.D., Medical 
Adviser, Commission of Conservation, 
Ottawa. 

1913 Regina, September 18-20. President: 
John W. S. McCullough, M.D., Chief 
Medical Officer of Health of Ontario. 

1915 Toronto, September 3-4. President: 
M. M. Seymour, M.D., Health Com- 
missioner of Saskatchewan. 

1916 Quebec, September 13-14. President: 

Charles J. Hastings, M.D., Medical 

Officer of Health, Toronto. 

Ottawa, September 27-28. President: 

J. D. Pagé, M.D., Chief Medical 

Officer, Quebec. 

1918 Hamilton, May 27-June 1. President: 
W. H. Hattie, M.D., Provincial Health 
Officer, Halifax. 

1919 Toronto, May 26-28. President: J. A. 
Hutchinson, M.D., Westmount, Que. 

1920 Vancouver, June 21-25. President: 
H. E. Young, M.D., C.M., LL.D., Pro- 
vincial Health Officer, Victoria. 


1917 
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1921 Toronto, May 16-18. President: John 


A. Amyot, M.D., C.M.G., Deputy 
Minister of Health, Ottawa. 

Saint John, June 6-9. President: The 
Hon. Wm. F. Roberts, M.D., Minister 
of Health of New Brunswick. 
Edmonton, June 12-14. President: 
J. A. Baudouin, M.D.,_ D.P.H., 
Superior Board of Health of Quebec. 
5 Montreal, June 8-9. President: J. A. 
Baudouin, M.D. 

Toronto, May 5-7. President: G. D. 
Porter, M.D., Toronto. 

7 Toronto, June 14-17. President: G. D. 
Porter, M.D. 

Winnipeg, October 11-13. President: 
G. D. Porter, M.D. 

Montreal, June 18-20. President: G. D. 
Porter, M.D. 

Toronto, May 19-21. President: A. J. 
Douglas, M.D., Medical Officer of 
Health, Winnipeg. 

Regina, June 17-19. President: W. R. 
Coles, M.D., Medical Officer of 
Health, Regina. 

Toronto, May 25-27. President: W. J. 
Bell, M.D., Deputy Minister of Health 
Province of Ontario. 

Saint John, June 19-21. President: 
Wm. Warwick, M.D., D.P.H., Chief 
Medical Officer and Registrar-General, 
Province of New Brunswick. 
Montreal, June 11-13. President: 
Alphonse Lessard, M.D., Director, 
Provincial Bureau of Health, Quebec. 
Toronto, June 3-5. President: F. W. 
Jackson, M.D., D.P.H., Deputy Min- 
ister of Health and Public Welfare, 
Province of Manitoba. 

Vancouver, June 22-27. President: 
J. W. McIntosh, M.D., Medical Officer 
of Health, Vancouver. 

Ottawa, June 17-19. President: 
Malcolm R. Bow, M.D., D.P.H., 
Deputy Minister of Health, Province 
of Alberta. 

Halifax, June 20-22. President: P. S. 
Campbell, M.D., Chief Health Officer, 
Province of Nova Scotia. 

Toronto, June 12-14. President: R. E. 
Wodehouse, M.D., D.P.H., Deputy 
Minister of Pensions and National 
Health, Ottawa. 

Winnipeg, September 19-21. Presi- 
dent: R. O. Davison, M.BD., Deputy 
Minister of Public Health, Province of 
Saskatchewan. 


1941 Quebec, June 9-11. President: Jean 


Gregoire, M.D., Deputy Minister of 
Health and Social Welfare, Province 
of Quebec. 

Toronto, June 1-3. President: James J. 
McCann, M.D., M.P., Renfrew, 
Ontario. 

Toronto, October 4—5. President: Ad. 
Groulx, M.D., M.P.H., Director, De- 
partment of Health, Montreal. 
Toronto, November 6-8. President: 
B. T. McGhie, M.D., Deputy Minister 
of Health and Hospitals, Province of 
Ontario. 

Toronto, May 6-8. President: C. W. 
MacMillan, M.D., D.P.H., Chief 
Medical Officer and Registrar General, 
Province of New Brunswick. 

Quebec, May 19-22. President: A. R. 
Foley, M.D., D.P.H., Chief Epidemi- 
ologist, Ministry of Health, Province of 
Quebec. 

Vancouver, May 17-20. President: 
G. F. Amyot, M.D., D.P.H., Deputy 
Minister of Health and Provincial 
Health Officer, Province of British 
Columbia. 

Halifax, June 27-30. President: Allan 
R. Morton, M.D., Commissioner of 
Health, City of Halifax. 

Toronto, June 12-14. President: John 
T. Phair, M.D., Deputy Minister of 
Health, Ontario. 

Montreal, May 28-31. President: 
G. D. W. Cameron, M.D., Deputy 
Minister of National Health, Ottawa. 
Winnipeg, June 16-18. President: 
M. R. Elliott, M.D., Deputy Minister 
of Health, Manitoba. 

Toronto, October 1-3. President: 
R. D. Defries, M.D., D.P.H., Director, 
School of Hygiene and Connaught 
Medical Research Laboratories, Uni- 
versity of Toronto. 

Quebec, May 3l-June 2. President: 
Theo. J. Lafreniere, B.Sc.A., I.C., 
M.Eng., Dr.Sc., P.Eng., Chief En- 
gineer, Ministry of Health of the 
Province of Quebec. 

Edmonton, September 6-8. President: 
A. Somerville, M.D., Deputy Minister 
of Health, Province of Alberta. 

Saint John, May 29-31. President: 
J. A. Melanson, M.B., Ch.B., D.Sc., 
D.P.H., Chief Medical Officer for the 
Province of New Brunswick. 














Federal 


The ninth meeting of the Department of 
National Health and Welfares advisory 
committee on mental health was held in 
Ottawa on November 19-20. The committee 
discussed rehabilitation of the mentally ill, 
implications of the use of new tranquilizing 
drugs, recruitment and training of profes- 
sional personnel, mental hospital construc- 
tion and treatment facilities for emotionally 
sick children. 

Hon. Paul Martin, Minister of National 
Health and Welfare, left Ottawa in mid- 
November to represent Canada at meetings 
of the consultative committee of the Colombo 
Plan being held in New Zealand. He also 
expects to visit Australia and a dozen or 
more countries in southeast Asia where he 
will observe public health activities and the 
work being done by WHO. 

Dr. B. D. B. Layton, principal medical 
officer in charge of research development, 
Department of National Health and Welfare, 
has assumed additional duties related to 
international health, and the section headed 
by him will be known as the Research 
Development and International Health 
Section. He will be assisted by T. J. Giles. 

J. Henri Horowicz, LL.D., for the past 
several years an administrative officer in the 
National Health Grants administration, has 
been transferred to the Directorate of Health 
Services, Department of National Health 
and Welfare, as principal executive officer. 

Dr. William Gerald Burrows, a Canadian 
formerly on the staff of the Oregon State 
Hospital, Salem, Oregon, and Dr. G. R. J. 
Poulin, a native of St. George, Beauce 
County, Quebec, sailed recently to join the 
overseas immigration medical service, De- 
partment of National Health and Welfare. 
Several new offices will be opened overseas 
within the next two or three months and 
this, coupled with a sharp increase in the 
number of immigrants presenting themselves 
for medical examination, necessitates the 
recruitment of additional medical officers for 
this service. 

Dr. William J. Cooke, Toronto, formerly 
with the medical branch of the Royal Can- 
adian Navy, has joined the staff of the 
clinical radiation services section, Occupa- 
tional Health Division, Department of 
National Health and Welfare. 

Misses Helen Sackville and D. Tripp, 
Nutrition Division, Department of National 
Health and Welfare, participated in a re- 
fresher course for hospital cooks held in 
Saskatoon late in October. 

Two recent appointments to the staff of 
the Laboratory of Hygiene, Department of 
National Health and Welfare, are Russell 
Rockerbie, Saskatoon, who received _ his 
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doctorate from Purdue University, and 
Joseph A. Yurack, a recent Ph.D. graduate 
of the department of bacteriology, McGill 
University. The former is working in the 
clinical laboratories and the latter in the 
enteric section of the bacteriological labora- 
tories. 

Miss Doris Norman has resigned from the 
Nutrition Division, Department of National 
Health and Welfare, to join the staff of the 
Montreal General Hospital as a clinical 
nutritionist. 

Miss Sylva M. Gelber, technical consultant 
in the medical rehabilitation and disability 
advisory service, Department of National 
Health and Welfare, has been appointed an 


administrative officer, Health Insurance 
Studies, in the same department. 
Prince Edward Island 

The tuberculin testing survey being 


carried on in the province by the Department 
of Health and the Prince Edward Island 
Tuberculosis League is making steady pro- 
gress. In six weeks of work over 6,500 adults 
and school children have been tested, repre- 
senting about 85% of the eligible persons in 
the program areas. Approximately 31% of 
those tested gave positive reactions and were 
x-rayed. The Heaf method is being used in 
the testing program, and a health educator 
has assisted in the planning and organization 
of the survey. Before winter halted proceed- 
ings, the survey had been conducted in rural 
areas. It is expected that testing will be done 
in the larger urban areas during the winter 
before moving out into the country again in 
the spring. The program is under the super- 
vision of Dr. P. A. Creelman, Supervisor of 
the Provincial Sanatorium and Director of 
the Division of Tuberculosis Control. 

Garth C. Crockett, B.S.P.H., M.S.P.H., 
has recently been appointed as Health Edu- 
cator with the Provincial Department. He 
was born in Charlottetown and received his 
undergraduate and graduate training in 
public health in the University of North 
Carolina, with majors in health education. 

B. J. O'Meara, D.D.S., D.D.P.H., returned 
to his duties as Director of the Division of 
Dental Public Health in November, follow- 
ing a four-month course in preventive ortho- 
dontics in London, England, and it is ex- 
pected that an orthodontic clinic will be 
opened shortly. 

H. Neil J. Boyd, M.D., was appointed 
Assistant Provincial Pathologist for Prince 
Edward Island in July and received his 
certification in Pathology in November. He 
was born in Listowel, Ontario, and received 
his degree of M.D. from the University of 
Western Ontario in 1947. Prior to his 
appointment, he interned in surgery and 
pathology in Ottawa, Calgary, Toronto and 
Labrador. 
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Nova Scotia 

During the recent mine disaster at Spring- 
hill, N.S., the Division of Nursing, Provincial 
Department of Public Health, played a 
notable role. Miss Phyllis J. Lyttle, Super- 
intendent of Public Health Nurses, and 
Chairman of the Provincial Civil Defence 
Sub-Committee on Nursing, went to the 
disaster area some hours after the incident 
and organized the nursing services in the 
surrounding district. As a result of this effort, 
and the general co-operation of hospitals, St. 
John Ambulance Association, etc., there was 
never, at any time, a shortage of nursing 
personnel either at All Saints Hospital or 
the Emergency Hospital at the Armouries. 
Seven of the departmental staff public health 
nurses, from Cumberland and Colchester 
Counties, were on duty at the Emergency 
Hospital. They were Miss Elizabeth Ander- 
son, Miss Joan Wilson, Miss Vivian Douglas, 
Miss Eva Hebert, Mrs. Margaret Brian, Miss 
Grace Spicer and Miss Vida Tanner. 

Over two hundred members were present 
at the sixth annual meeting of the Canadian 
Public Health Association, Atlantic Branch, 
held in Kentville, November 7-9. Many 
valuable and outstanding papers were pre- 
sented and there were highly qualified 
speakers from Nova Scotia and other prov- 
inces. At the annual dinner, Membership 
Emeritus was awarded to Miss Mary 
Whidden, retired school nurse from Truro, 
Nova Scotia, and to Dr. H. B. Havey, 
Medical Health Officer and general practi- 
tioner from Stewiacke, Nova Scotia. 


Saskatchewan 

The province’s first “Safe Food Fair” 
(food hygiene institute) directed at amateur 
catering, was conducted in Saskatoon on 
October 29 and sponsored by the Canadian 
Association of Consumers (Saskatoon 
Branch) in co-operation with the Saskatoon 
Health Department. Its purpose was to 
acquaint housewives, many of them amateur 
caterers, with the ways in which food 
spoilage may be prevented and how food 
poisoning occurs. Health educators from the 
provincial health department assisted with 
the organization and program. The afternoon 
session featured a panel discussion on “Safe 
Food for a Safer Community” with Mr. 
H. A. Watson of Winnipeg, director of the 
west central region for the Food and Drug 
Directorate, Department of National Health 
and Welfare, as one of the participants. The 
evening program focused attention on what 
the housewife can do to protect her family 
and herself and included a demonstration of 
the proper use of refrigerators and deep 
freeze units. Comedy relief was provided by 
a ten-minute play called “The Careless 
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Caterers” written and directed by Rowena 
Hawkings, health educator, who also acted | 
as mistress of ceremonies. Black light de- 
monstrations, films, and exhibits rounded out [ 
the day’s program. 

A new approach to nutrition education 
was made recently in Saskatoon sparked by 
a newspaper editorial stating that some of 7 
the teenage “crowd” consider it smart not to [ 
eat breakfast. Members of the Health 
Education staff assisted the local health 
officer to counteract this idea with a radio 
breakfast club designed to entertain teen- 
agers as well as give them facts about the 
value of a good breakfast and nutrition | 
generally. The program was staged in a | 
popular restaurant and breakfasts were [| 
ordered, served, and eaten during the show. 
Two high school girls who seldom eat break- 
fast participated as well as the captain of a 
high school football team who believes in 
eating a substantial breakfast. A well-known 
sports announcer did the interviewing and | 
Miss Kit Stephen, a health educator, supplied 
the nutrition information. The five-year-old 
son of the commentator gave his views on 
what children should eat for breakfast. 

Miss E. Mary Earnshaw, Reg.N., M.P.H., 
formerly senior public health nurse for the 
Regina Rural Health Region, has been ap- 
pointed nursing consultant in child and 
maternal health with the Division of Child 
Health in the Department. Miss Earnshaw’s 
services will be related to premarital group 
education, prenatal classes, prematurity, and 
child health services. At present, she is en- 
gaged in a liaison of hospital and public 
health service in prenatal education and 
follow-up in cases of premature birth. She 
graduated from the University of British 
Columbia in 1948 and received an M.P.H. 
degree this year from the Harvard Univer- 
sity School of Public Health, majoring in 
maternal and child health. 


Alberta 


A visit by Dr. Jean Webb, Chief of the 
Child and Maternal Health Division of the 
Department of National Health and Welfare, 
was the occasion for a regional meeting of 
the C.P.H.A., Alberta Division, in Edmonton 
on November 27, 1956. 

A conference of medical officers, board 
members and secretary-treasurers of Alberta 
health units was held by the Provincial De- 
partment of Public Health in Edmonton, 
November 28-30, 1956. 

A new salary schedule for health units, 
city health departments and the municipal 
nursing service was approved by Order-in- 
Council on December 4, 1956, and is to 
become effective April 1, 1957. 
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THE ADMINISTRATION OF 
HEALTH INSURANCE IN 
CANADA—by Malcolm Taylor, 


Ph.D., University of Toronto. Pub- 
lished by Oxford University Press, 
London, New York, Toronto, 1956. 
259 pages, $5.00. 


Graduate students in public health, 
hospital administration, social work 
and related fields will find in this 
one volume thoughtful comment and a 
wealth of basic information on a wide 
range of public and private health 
insurance plans across the country. 

The organization of the text is in- 
teresting. By discussing in turn the 
objectives of the insuring agencies, 
public regulation, enrolment, bene- 
fits, premiums, payment and controls, 
emphasis is placed on the pattern of 
all public and private health insurance 
as a developing national social insti- 
tution, rather than on contrasting 
philosophies of public and _ private 
plans. This tends to minimize the 
political approach to the subject, with 
its accompanying emotional stereo- 
typed reactions to “socialized medi- 
cine”. This discussion of health in- 
surance in Canada concentrates on 
the private voluntary and commercial 
plans, with the public programs re- 
ceiving less detailed consideration. 

Statistics and organization tend to 
get out of date almost before they are 
in type. Students of the subject can 
supplement their reading of this book 
by more current articles in annual 
reports, or by the excellent analyses 
of agency statistics prepared by such 
agencies as the Research and Statistics 
Division of the Department of 


National Health and Welfare. 


Books and Reports 


Dr. Taylor is to be highly com- 
mended for making available this 
record of a Canadian experience in 
medical care administration. 


DENTAL HEALTH-The Dental 
Board of the United Kingdom, 
edited by Professor H. H. Stones, 
M.D., M.D.S., F.D.S.R.C.S. Pub- 
lished by the Board, London W.1, 
83 pages, price 10s. 6d. 


This small textbook was prepared 
for school teachers by Professor 
Stones and five collaborators. Tech- 
nicalities have been simplified by 
means of many diagrams and a full 
glossary of terms is supplied. Chapters 
present anatomy, physiology, diet and 
dental health, dental diseases, control 
and prevention. The book will be very 
helpful to those who desire concise 


up-to-date information on dental 
health. 
NUTRITION) FOR TODAY—by 


Elizabeth Chant Robertson, M.D., 
Ph.D., Hospital for Sick Children, 
Toronto, and Department of Paed- 
iatrics, University of Toronto. 
Revised Edition, 1956, and pub- 
lished by McClelland & Stewart, 
Ltd., Toronto. 259 pages, $3.50. 


Originally published in 1951, the 
revised edition of this well known and 
helpful small book in the field of nutri- 
tion will be welcomed by public 
health nurses, home economics and 
social work students and all who are 
concerned in health education. Few 
technical terms are used and the pre- 
sentation is made as simple as 


possible. 





EMPLOYMENT SERVICE 


Advertisements regarding “positions available’? and ‘‘personnel available’ will be published in from one 
to three consecutive issues, depending upon the requirements of the agency or person concerned. They are 
limited to seventy words or less, with a confidential box number if desired. There is no charge for this 
service to members of the Association. Health agencies are charged a flat rate of $10.00 for the advertisements 
(up to four consecutive issues) and for the service. The rate for non-members is $5.00. The service includes 
confidential clearing of information between prospective employer and employee if desired. 


Assistant Professor of Preventive Medicine. Full-time position. Teaching, re- 
search and some administration. Apply, stating qualifications and salary 
expected, to Doctor J. J. Day, Professor of Preventive Medicine, University of 
Ottawa, Ottawa, Ontario. 12-2 


Medical Director with Public Health Certificate required for Fort William and 
District Health Unit. Duties to commence as soon as possible. Apply in 
writing, stating experience, qualifications and salary expected to Mr. A. L. 
Buie, Secretary-Treasurer, Fort William and District Health Unit, 900 Arthur 
Street, Fort William, Ontario. 


Medical Officer of Health required by City of Oshawa. Young man with 
Diploma in Public Health and previous experience preferred. Salary range, 
working conditions and fringe benefits are attractive. Applicants will please 
state remuneration, vacation, etc. expected. Applications will be received by 
Dr. H. B. James, Chairman of the Board, City Hall, Oshawa, Ontario. 1j-1 
Assistant Medical Officer needed for a rapidly growing rural-urban county 
between Toronto and Hamilton. Diploma in Public Health desirable. For 
details write to Dr. Archie F. Bull, Medical Officer of Health and Director, 
Halton County Health Unit, Milton, Ontario. 


Sanitary Inspector for generalized Public Health program. Minimum salary 
$2900 with allowance for previous experience and annual increments of $120. 
Cumulative sick leave plan. Pension plan and Blue Cross plan available. 
Interest-free loans available for purchasing car, if necessary. Liberal trans- 
portation allowance and holidays. Apply to A. E. Thoms, M.D., Director, Leeds 
and Grenville Health Unit, Victoria Building, Brockville, Ontario. 11-1 
Public Health Veterinarian required for Health Unit. Cumulative sick leave 
vlan. Pension plan and Blue Cross plan available. Interest-free loans available 
for purchasing car, if necessary. Liberal transportation allowance and holidays. 
Apply to A. E. Thoms, M.D., Director, Leeds and Grenville Health Unit, 
Victoria Building, Brockville, Ontario. 11-1 


Sanitary Inspector, qualified, bilingual, required by Prescott and Russell Health 
Unit. Minimum salary $2700 with allowance for previous experience and 
annual increments. Five-day week, car allowance, Blue Cross and sick leave. 
Apply to Dr. R. G. Grenon, Director, Prescott and Russell Health Unit, 
Hawkesbury, Ontario. 11-1 


Sanitary Inspector required for generalized program in Health Unit. Salary 
$3100 to $3700, allowance for experience. Pension plan, Blue Cross and P.S.I. 
available. Car allowance. Write to Dr. Charlotte M. Horner, Medical Officer 
of Health, Northumberland-Durham Health Unit, Cobourg, Ontario. 12-3 


Sanitary Inspector required by Oxford Health Unit, Woodstock, Ontario. 


Excellent working conditions. For complete information apply to Director, 
Oxford Health Unit, Woodstock, Ontario. 
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